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“The Line Test” 
[n Infant Feeding 


F medicine had been born a complete science; if the law 
of variation could be yy it is conceivable that the 
sum and total of human knowledge could be encompassed 
in a single volume, the science of medicine could consider its 
conquests complete and its responsibilities for further research 


ended. 


But this is not the case. Exceptions constantly appear, the 
old order is found to possess its limitations, necessity, the 
mother of invention, provides another and still greater urge. 
So finality is always in the offing—the last word is never 
spoken. 


It was the recognition of the law of variation that prompted 
the assertion that each infant is a law unto itself and feeding 
must be adjusted to its individual needs. Even then, excep- 
tions arose, they still arise and from these necessities, progress 
in the art of infant feeding and science in the preparation of 
infant diet materials emerges. 


Resources are valuable only as they are assembled to serve 
greater and ever varying ends. To exercise his own resources 
to their fullest extent, to enjoy the selective principle with the 
utmost freedom, the physician demands a Jatitude in the 
choice of dietary materials at his disposal, just as infants de- 
mand a wide variation to suit their needs. 


This then, is the test, not a single product, but a Jine of 
infant diet materials that increases the range and scope of the 
physician's skill just as it increases our alertness and zest to 
serve his needs. 


Core 


Dextri-Maltose—A _ highly as- Protein Milk—Now available 


similable carbohydrate for cow’s 
milk modifications. 


Recolac—A_ reconstructed milk 
for traveling or where the milk 
supply is faulty. 


Casec—The principal protein of 
cow's milk, for the correction of 
fermentative diarrhoea. 


Cod Liver Oil—Standardized as 
to potency, produced exclusively 
from Newfoundland Cod. 


in a form that is boilable for a 10- 
minute period. 


Malt Soup Stock—For use in 
cases of an idiosyncrasy against 
carbohydrate. 


Lactic Acid Milk—Uniform in 
composition and acidity, flows 
freely, no curds. 


Florena—A wheat flour es- 


pecially useful for Butterflour or 
Butter Soup Mixtures. 


Powdered Milk—Clean milk ot 
known origin, tuberculin tested, 
low bacteria count. 


Samples and Literature on Request. 


MEAD JOHNSON & COMPANY 


EVANSVILLE, Inpr1ana, U. S. A. 


=> 
art 


MEADS 
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THE SINGLE TRACK MIND 


ARTHUR SWEENEY, M.D. 
Saint Paul 


T is a fact, common in the experience of most 

psychiatrists, that many men, successful in 
their occupations beyond the ordinary, tend 
to break down mentally between fifty and sixty 
years of age. While up to the sixth decade of 
life, they are active mentally and physically, in 
splendid bodily health, enjoying financial success 
that excites the envy of their fellows, and appar- 
ently possessed of everything to make them 
happy, they slow up mentally in their work, lack 
interest in their business, become discontented 
and introspective, and gradually develop melan- 
cholia with delusions of poverty. A very suc- 
cessful doctor, who united professional skill with 
a rather morbid passion for acquiring money, 
asked a friend if a half million would be enough 
to ensure that he would never starve to death? 
He had reached the sixth decade of life, and in 
spite of his wealth and professional success, had 
developed the characteristic delusions of poverty 
—the mark of the single track mind. A man of 
business, with several millions in bonds and other 
investments, long entertained the fear that he 
would die in the poorhouse. A man of great 
wealth regretted that he could not afford a new 
pair of shoes, nor to go to a sanitarium. I could 
cite dozens of instances in which, after the ac- 
quisition of millions, the delusion of poverty has 
been a concluding phase of the careers. 

The reason is not far to seek. These individ- 
uals are the unfortunate possessors of a single 
track mind. A study of their life history and 
character shows that during adolescence they 
were free from the follies and vices that accom- 
pany that period of life. They neither drank nor 
smoked. Dancing and cards had no allurements 
for them. Novels and all imaginative literature 
they abhorred. Sports did not attract them, and 
they sowed no wild oats. They were very cor- 
rect in their behavior, serious minded, fond of 


wise maxims about industry, honesty and thrift, 
and while their youthful companions were spend- 
ing their earnings without thought of the rainy 
day, they weekly visited the savings bank with a 
large share of their wages. They were model 
boys, free from vicious habits, industrious and 
wise beyond their years, and looking with sedu- 
lous care upon the years to come when they 
might enjoy the fruits of their industry and 
foresight. Gradually acquiring capital they lent 
it out at the highest rate of interest consistent 
with good security, invested with uncanny wis- 
dom in ventures that were extremely profitable, 
and as the years followed one another they were 
pointed out as the “men who made good” in 
their neighborhood. Financial success made 
them the objects of envy of the less fortunate. 
They are the prominent bankers, business men, 
owners of real estate or wealthy capitalists, 
whose lives are pointed out to heedless youth as 
models to follow. 

But in the sixth decade of life comes the crash. 
Their massive achievements are as nothing to 
them. They become depressed. They take lit- 
tle interest in life. Family pleasures do not al- 
lure them. They can see no sense in the happy 
optimism of those about them. They cannot mix 
with their fellows in the ordinary pleasures of 
life. The drama, music and art are outside: of 
their powers of comprehension. They do not 
know one playing card from another. Smoking 
is a vice, and a highball does not awake them 
from their melancholy moods. All things bore 
them. Even business, which absorbed all their 
thoughts and in which they took the keenest de- 
light, no longer furnishes them with satisfaction 
or happiness. The edifice of wealth on which 
they have squandered the hopes of youth, the 
industry of middle life and the hard labor of 
their more mature years, now seems to them 


663 





664 


to be lacking in the capacity to produce happi- 
ness. The ambitions of youth, like Dead Sea ap- 
ples, have turned to ashes on their lips. 

Then fear enters their souls. With their ener- 
gies, burnt out by their lifelong endeavors, their 
capacity for happiness atrophied by long disuse, 
they look to the future with apprehension. They 
lose their sense of proportion. Realizing the in- 
stability of all accumulations of money, they 
fear lest disaster overtake them. They see 
losses in every transaction, however profitable. 
They are afraid to continue in the game of busi- 
ness and yet dare not let go of it. The fear of 
poverty enters their souls, and the rest of their 
lives is spent with the brooding shadow of the 
poorhouse constantly over their heads. 

Man is a many sided animal. In his period of 
growth, habit forms psychological tracks in which 
his activities manifest themselves. These path- 
ways, at first with difficulty established, become 
channels of least resistance through which his 
ideas express themselves. The more of these 
pathways there are in the brain, the greater the 
number of association contacts there are, the 
more intelligently does the man express himself, 


and the more harmoniously the delicate adjust- 
ments of thought and action manifest themselves. 
The more of these association tracks there are 
the more versatile is the man and the greater his 


adaptation to environment. The smaller the 
number of these pathways, the more limited is 
a man in expression of his desires and abilities. 
The larger the number of his association con- 
tacts, the more nearly in touch is he with his 
surroundings, and the greater is the number of 
appeals to sensation and feeling that give him 
happiness. Such a man can respond to the al- 
lurements of art, poetry, music and literature. 
His emotions have a wide sphere in which to 
display themselves. His mind is as a harp on 
which many seductive tunes may be played. He 
is responsive to all pleasing sensations that come 
from without, and the more complete is his ca- 
pacity for happiness. 

The unfortunate one whose habit pathways are 
few in number, whose intellectual powers are 
confined to few problems, and whose emotions 
are lacking in means of expression, plays always 
the same tune. His interest in his environment 
is limited; his few desires absorb all his energy. 
His capacity for happiness is of the smallest. 
His whole mind is concentrated on one purpose, 
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and all extraneous things, however attractive to 
others, make no appeal to him. He is consti- 
tutionally defective in emotional development. 
While his talents may lead him to great heights 
in his line of endeavor, all things else are of no 
importance compared with his great objective. 

Once his objective is attained, there is no stim- 
ulus to further effort. His work is done, and 
there is no other outlet for his ambition. His 
idleness irks him. He realizes the instability of 
the edifice he has erected, and he fears that it 
may crumble as others have done. He has run 
on a single track during the greater part of his 
life. There have been no side-tracks that led to 
pleasant places, no branch lines whereby he 
might divert himself. He has forged ahead 
steadily to the end of the line, and there he stops. 
He cannot retrace his steps and he cannot go 
further. All the vigorous purpose of his life 
seems vain, and the success for which he has so 
ruthlessly sacrificed the pleasures of youth, the 
enthusiasms of middle life, and the ardent labor 
of full maturity, fails to bring him anything of 
happiness. 

It is at the sixth decade of life that this trans- 
formation takes place. Between fifty and sixty is 
the perilous period for the man with the single 
track mind, and as long as he lives he is never 
free from the delusions of poverty. The less se- 
rious minded companions of his youth, unsuccess- 
ful financially and less honored and acclaimed, 
appear to be happy in their mediocre position in 
life. They can indulge themselves in simple 
pleasures, and seem to have no fears of the fu- 
ture, for they have developed along normal 
lines in keeping with the decades of life. Folly 
is as natural in the second decade as is wisdom 
in the sixth. One cannot safely reverse this 
process of nature. 

Play is as necessary as work. It keeps the 
mind and body in proper adjustment. It gives 
exercise to the imagination and to the healthy 
emotions. It harmonizes the conflicts of good 
and bad fortune, and brings one in proper touch 
with one’s environment. The possession of a 
few gentlemanly vices is an asset not to be de- 
spised. Man is an instrument on which many 
tunes may be played, and unfortunate is the one 
who knows only one tune. He himself becomes 
weary of its monotony at the sixth decade, for 
it sings to him only of the delusion of poverty 
and the shadow of the poorhouse. 





FUNCTIONAL DYSPEPSIA* 


D. Morrison Masson, M.D. 
Rochester, Minnesota 


OST physicians are daily brought in con- 

tact with patients complaining of stomach 
trouble, usually without any evidence of organic 
disease. The intimate relationship between the 
nervous system and the digestive tract permits 
profound disturbance in the function of the lat- 
ter as a result of nervous influences. Such dis- 
turbance may closely simulate severe organic 
trouble and all the reserves at the command of 
the physician may be taxed in the making of an 
accurate diagnosis. The history is of extreme 
importance and an accurate analysis of the pa- 
tient’s complaint may give suggestive informa- 
tion. Careful inquiry into the personal history 
may elicit pertinent facts that bear a definite re- 
lationship to the complaint. An estimate must 
be made of the nervous and emotional reactions 
and it may be necessary to inquire into most in- 
timate matters. The various laboratory methods 
of examination now at our command furnish us 
with ready means for determining the presence 
or absence of organic trouble. The perfection 
of the technic of making roentgenograms of the 
stomach, duodenum, colon, and more recently the 
gallbladder has afforded means for accurate di- 
agnosis in an almost unbelievably high percentage 
of cases, and thus we learn of the essential fac- 
tors in the history that are likely to point to 
organic trouble. The accuracy of diagnosis is 
unquestionably higher throughout the country 
even in the absence of opportunity for laboratory 
investigation than it was a few years ago. We 
may now check our impressions and we have a 
much clearer conception than formeriy of the 
symptoms of many diseases. 


CHRONIC CONSTIPATION 


Among the most common causes of functional 
stomach trouble is chronic constipation ; its prev- 
alence needs no emphasis. Constipation means 
not only that the bowel fails to move, but that 
there is a progressive disturbance of the whole 
digestive tract. The coated tongue is only an 
expression of the disturbed function of the mu- 


*From the Division of Medicine, The Mayo Clinic, Rochester, 


Minnesota. Read before the Wabasha County Medical Society, 
Plainview, Minnesota, July 5, 1928. 


cous membrane throughout the tract. The di- 
gestive glands are so affected in turn, and the 
laity’s conception of the complaint as liver 
trouble, torpid liver, and so forth is, in part at 
least, not far from the mark. If, as is usual in 
such cases, cathartics, often in drastic doses, are 
used habitually, there is ample cause for dis- 
turbances of digestion. Spastic constipation de- 
velops, the result of the many remedies with 
which the patient, often following his physician’s 
prescriptions, has sought to cure. 

The history may date back many years, the 
symptoms lacking the typical periodicity so often 
noted in peptic ulcer. Hyperacidity is usually 
marked, and this may give symptoms suggestive 
of ulcer, that is, distress when the stomach is 
empty and relief after the taking of food. Asa 
rule there is distress after eating with bloating 
and belching. Some of the features may strong- 
ly suggest chronic disease of the gallbladder, a 
mild form of which may conceivably be present 
in many cases. 

The patient is often poorly advised as to diet. 
He becomes convinced that many kinds of food 
disagree with him and eventually adopts a diet 
low in residue, with consequent aggravation of 
constipation and persistence of dyspepsia. The 
patient becomes convinced that he has some seri- 
ous organic trouble, ulcers or cancer, and the 
worry of this still further disturbs function. The 
reassurance of a thorough examination, together 
with laboratory investigations, roentgen-ray 
studies, and so forth, goes a long way toward 
dissipating the neurosis that has been built up 
over months or years of worry. The patient 
should then be urged to follow a general diet 
with ample roughage and instructed in regard to 
regularity of habits, of drinking water, and so 
forth. 

It is particularly difficult to exclude organic 
trouble if patients are at or past middle age, and 
are complaining of indefinite stomach trouble 
manifested by distress after eating, anorexia or 
failure to eat because of the fear of distress. In 
consequence they lose weight, often markedly, 
and sometimes there is secondary anemia, vague 
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epigastric or general discomfort, or pain and 
belching. Constipation is common in these cases. 
The diet is usually restricted and there may be 
hyperchlorhydria or achlorhydria. Examinations 
may be entirely negative. A careful history 
should include all the details of the complaint 
and malignancy may well be suspected from the 
general condition, the age, loss of weight, and 
anemia. Lacking confirmation of such a sus- 
picion by a complete roentgen-ray study of the 
digestive tract, it is conceivable that the disorder 
may be purely functional. The element of time 
is significant and the patient should not be too 
readily reassured without the opportunity of a 
thorough reéxamination at the end of a few 
weeks or months. The history should be care- 
fully reviewed with regard to possible causes for 
such a functional upset. Worry over domestic 
or financial affairs and over health is not infre- 
quently the cause for such upsets. The knowl- 
edge that some friend or relative died of cancer 
may impress itself on the patient’s mind and 
serve to perpetuate and aggravate a complaint 
that started with a minor disorder of no real 
significance. Correction of constipation and the 


stressing of a more liberal diet may result in 
satisfactory improvement. 
is able to give after the various roentgen-ray 
studies have failed to reveal any serious lesion 
may in itself be instrumental in dissipating the 
chief cause of the upset, worry arising from the 
patient’s conviction that he has some serious 


The reassurance one 


trouble. It is my impression that error is most 
frequently made in these cases in unwisely re- 
stricting the diet, often without adequate reason. 
This increases the constipation as a rule and may 
lead to progressive weakness and loss of weight 
which can readily be remedied by starting the 
patient on a full general diet with an adequate 
amount of roughage. It has been my opportunity 
to see many such patients who for months had 
been living on a too restricted diet, having been 
enjoined to abstain from many of the articles of 
food that go to make up a well-balanced diet, 
show marked improvement in the general condi- 
tion after they had been reassured and urged to 
eat everything they wanted, using ordinary dis- 
cretion in avoiding things that did not agree with 
them. Diet slips often prove wholly inadequate ; 
there are very few diseases besides diabetes and 
nephritis in which the diet must be rigidly chosen 
by the physician. 
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FUNCTIONAL ELEMENT 


The significant functional element that exists 
in many cases of true organic trouble should not 
be overlooked. Peptic ulcer seems to be typical 
among patients who are more or less nervously 
high-strung, full of energy and leading a strenu- 
ous existence. Whether or not the hyperacidit, 
so often associated with these factors is in itself 
a cause of ulcer is a moot question. At least it 
seems to be a very important factor in the ulcer 
syndrome. The periodic incidence of the ulcer 
attacks concomitant with nervous stress is com 
mon knowledge. One patient told how attacks 
more severe than usual followed the worry and 
sleepless nights occasioned by his baby’s having 
to be operated on for acute mastoiditis. Another 
patient, a lawyer, experienced a marked exacer- 
bation of ulcer symptoms along with the nervous 
strain of preparing a case for the courts. This 
functional element readily explains why many 
such patients require a rather rigid dietary regi- 
men for control of symptoms while they are at- 
tending to the exacting demands of their calling, 
yet when all tension is relieved they may exist 
comfortably on a general and liberal diet with 
disruption of the regular regimen incident to a 
hunting or fishing trip. 

The functional element no doubt explains many 
of the unsatisfactory results following surgery 
for ulcer, and a proper understanding of this 
should permit more careful selection of cases 
for surgery. In the absence of complications 
and in the presence of a marked nervous ele- 
ment related to symptoms, patients should not be 
rushed to operation without having been given a 
thorough trial of medical management. Patients 
must be impressed with the importance of avoid- 
ing extremes of worry and nervous excitement 
and they must learn to develop self-discipline and 
equanimity so that they may carry on without 
expending too much nervous energy. If even- 
tually surgery is advisable, this factor should 
still be stressed, thus enhancing the chances of 
a good surgical result. 

Patients suffering from gastric ulcer often 
smoke excessively, particularly cigarettes. This 
is an expression of a nervous temperament and 
in itself contributes to the nervousness, which 
no doubt aggravates the symptoms by increasing 
the hyperacidity. Refraining from all smoking 
except after meals often proves very helpful. 





FUNCTIONAL DYSPEPSIA—MASSON 


The spread of medical knowledge among the 
laity has increased largely in the last few decades. 
Public health propaganda, the various health 
magazines and the health columns in many of 
the daily newspapers serve to bring before the 
public the subject of health, which never fails 
to evoke interest. It is possible in this regard 
that “a little learning is a dangerous thing.” 
Without the background on which to form 
judgments, many of even the most intelligent 
citizens gain a weird idea of the message that 
is presented and they are sometimes left with 
many worries never even thought of before. 
Many persons are led to worry over some minor 
complaint merely because the possibility has been 
presented to them. Periodic examinations, while 
productive of much benefit, are not without dis- 
advantages, since they leave in their wake many 
confirmed neurotics who had been much happier 
had they never felt obliged to consult a physician. 

In many cases the diagnosis can be made from 
the history alone, since the symptoms may in no 
way suggest an organic lesion. It has been well 


said, however, that the more physicians the pa- 
tient has seen, the more closely may his symp- 


toms fall in line with an ulcer history. This 
merely follows on the facility with which many 
of these patients, after a number of questionings, 
will adopt the symptoms they feel they are sup- 
posed to possess. 


OCCUPATION 


A somewhat common cause for dyspepsia is 
employment in smelters, garages, and so forth, 
where workers are exposed to noxious gases. 
Carbon monoxide is often the main toxic agent. 
The chronic poisoning with which these patients 
suffer often causes symptoms of gastro-intestinal 
disturbances, headache, anorexia, marked hyper- 
acidity, and distress after eating, with gas and 
belching. Such cases are often overlooked. The 
occupation of the patient, so often passed by in 
taking the history, here may be the key to the 
explanation of the complaint. Naturally most of 
these cases occur in the winter months when in 
many of the smaller garages ventilation is at a 
premium, and all doors are closed to keep out 
the cold. The patients usually experience prompt 
relief when the cause is removed. A change of 
occupation, the securing of out-of-door work, is 
often advisable. 


REFLEX DISTURBANCE 


Reflex disturbance of the stomach must receive 
some consideration, although its place is perhaps 
more correctly included in a discussion of the 
various conditions responsible rather than of 
functional dyspepsia. The stomach is often the 
alarm signal for trouble anywhere in the abdo- 
men. Inflammatory conditions of the appendix, 
the gallbladder, the prostate and seminal vesicles 
and the uterus and its adnexa may be the cause 
of an upset stomach. The importance of thor- 
ough history taking and general examination 
must be stressed. Many grave errors of judg- 
ment are the result of inadequate data, and the 
careful physician will not content himself with 
a cursory inquiry into the symptoms of his pa- 
tient. 

MIGRAINE 


Migraine and its equivalents should also be in- 
cluded in the inquiry, since patients suffering 
from profound nausea and vomiting have di- 
rected too much attention to the gastric upset 
and not enough to the underlying syndrome. 
Migraine represents a peculiar fundamental 
nervous constitution with definite hereditary ten- 
dencies, whatever may be the actual mechanism. 
The stage is set, as it were, for headaches or the 
other disturbances peculiar to the particular case, 
and any one of a number of factors may be the 
responsible agent for pulling the trigger. Many 
unwarranted operations have been performed in 
the attempt to relieve the symptoms, with results 
often little short of disastrous. It is true that 
many patients suffering from migraine have been 
helped by surgical removal of the gallbladder, but 
such patients have had dyspepsia which has def- 
initely upset digestion. The same result may be 
obtained by correction of constipation. The reg- 
ulation of habits, securing better elimination, 
freedom from worry, moderation in all things, 
and the cultivation of a complacent attitude serve 
to control the migraine even though from its very . 
nature it does not admit of cure. 

Migraine may present many variations from 
the typical syndrome. There may be headache 
without any gastro-intestinal upset, or severe 
nausea and vomiting without headache. In order 
to properly classify the latter, considerable diag- 
nostic acumen may be necessary, together with 
a consideration of the case history, the family 
background, and a thorough laboratory investi- 
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A careful examination from a neuro- 
logic standpoint must exclude the crises of tabes. 

In a certain group of cases periodic attacks 
of severe epigastric or general abdominal cramp- 
ing pain may be associated with vomiting or 
diarrhea. In the absence of evidence of any or- 
ganic lesion, and with a definite background of 
migraine, a diagnosis of abdominal migraine may 
be made. These patients may duplicate symp- 
toms of angioneurotic edema with gastro-intes- 
tinal features, and at least point out a possible 
mechanism of the migraine attack. Roentgeno- 
grams of the gallbladder have been found helpful 
in this group of cases in excluding cholecystitis 
with stones as a cause for the severe cramps 
which may closely simulate gallstone colic. A 
normally functioning gallbladder is at least fairly 
good evidence against this possibility. 

Often the complaint of dyspepsia is only an 
expression of a run-down condition, with poor 
tone to the musculature in general, hypoten- 
sion, general visceroptosis and a multiplicity of 
functional complaints referable to every system. 
Fortunately the various operations designed to 
hitch up one organ or another are no longer 
popular. General tonic measures may be pro- 
ductive of satisfactory results. The wearing of 
an abdominal belt may give good results, not be- 
cause it. holds the “dropped stomach” up in its 


gation. 
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normal place, but because by increasing: the intra 
abdominal pressure, which the poor tone of the 
muscles fails to accomplish, an improvement in 
the splanchnic circulation results with consequent 
benefits to the general circulation. 

Many such patients present a poor prognosis 
from the outset. They lack the physical and 
psychic stamina to cope with the demands of 
ordinary existence. As congenital biologic in- 
feriors, they represent a difficult and discourag- 
ing problem. 

COMMENT 

In conclusion I would like to stress the im 
portance of functional dyspepsia in the consid- 
eration of stomach trouble in general. Too often 
the patient is left with the idea that he must 
have organic trouble or nothing, and he carries 
away the idea that his troubles are supposed to 
be imaginary, but he knows well they are not. 
Functional trouble may be productive of symp- 
toms which are much more severe than those of 
true organic disease; in fact most of the symp- 
toms of organic disease are due to the coincident 
disturbance of function. An explanation of the 


mechanism responsible for the upset may prove 


very helpful to the patient, and secure his con- 
fidence in his physician. The consideration of 
functional factors in the presence of true organic 
disease is also of importance in the treatment. 





BARBITAL AND RELATED HYPNOTICS 

Many substitutes for barbital have been introduced 
with the claim of greater relative hypnotic action as 
compared with toxic effects. The toxic action appears 
to be mainly an intensification of the depression of the 
central nervous system which in therapeutic doses pro- 
duces nearly normal sleep; hence their hypnotic activ- 
ity and their toxicity must run closely parallel, so far 
as the central nervous system is concerned. An experi- 
mental study of a number of hypnotics of the barbital 
series on cats showed that none were much more ac- 


tively hypnotic in proportion to their toxicity than bar- 
bital. Of the five hypnotics examined, none exerted 
marked analgesic effects with less than 30 per cent of 
the average fatal dose. None of the hypnotics pro- 
duced any uniform change in the heart rate or respira- 
tory rate. From this study one does not gain the im- 
pression that any of the substitutes possesses all the 
advantages and none of the disadvantages of the official 
barbital. Probably the actual toxicity for man is near- 
ly proportional to the hypnotic action. (Jour. A. M. A.., 
August 11, 1928, p. 398.) 





SURGICAL TREATMENT OF PHARYNGEAL AND ESOPHAGEAL 
DIVERTICULA: REPORT OF CASE 


CLAUDE C. KENNEDy, M.D. 
Minneapolis 


HE first three operations for surgical treat- 

ment of pharyngeal and esophageal diver- 
ticula were performed by Kunge in 1864, Ham- 
burger in 1871 and by Niehans in 1884. All 
three patients died operative deaths according to 
the narrator, William Hill‘ of London. The 
first successful operation that Hill found re- 
ported in the literature was by Wheeler of Dub- 
lin in 1886. 

One surgical method found in the literature 
by Hill was a two-stage operation performed 
by Goldman and also by Halstead, namely, first 
dissecting free and ligating the sac and then re- 
moving it at a later operation. 

Wilkey’? and Hartley’ removed the mucosa of 
the diverticular pouch and invaginated the re- 
maining fibrous coat by means of purse string 
sutures. 

Bevan! devised a method of obliterating the 
sac by means of longitudinal and purse string 
sutures, leaving a small knob of tissue on the 
gullet. 

Dr. William Hill’ of London, in 1917, re- 
ported his diverticulopexy wherein he dissected 
his sac free, applied a ligature about its neck to 
prevent the entrance of food and raised the fun- 
dus of the sac upward and stitched it into the 
upper angle of the wound. 

J. B. Murphy and C. H. Mayo both? em- 
ployed a two-stage method somewhat similar to 
that of Goldman and Halstead. 

Judd? used the infolding operation of Bevan 
and the two-stage removal of C. H. Mayo in a 
large series of cases reported by him in 1918. 

Gaub and Jackson,* in 1915, devised a com- 
bined esophagoscopic and surgical method of 
dealing with these diverticula, reporting at that 
time two successful cases. 

Jackson and Shallow‘ reported a large series of 
operations in 1926, performed by the Gaub-Jack- 
son method,’ which is as follows: 

(a) Intratracheal ether anesthesia is used. The 
esophagoscope is inserted and the sac is cleansed 
by means of a suction tube. 


(b) An incision along the anterior border of 
the sternomastoid muscle is made, reaching from 
the level of the hyoid bone down to the sternum, 
cutting through the skin and deep fascia, expos- 
ing the omohyoid muscle, which usually must be 
cut transversely. The external jugular vein may 


have to be tied and ligated. The common carot- 


id artery and internal jugular vein are retracted 
outward, and if the thyroid gland is large the 
superior thyroid artery may have to be ligated, 
allowing access to the sheath of the esophagus 


Fig. 1. Esophageal diverticulum. 


(Rich- 
ardson, Annals of Surgery.) 


and trachea. With this surgical exposure com- 
pleted, the esophagoscopist transilluminates the 
sac and raises it into the wound as it is freed 
from its surrounding tissues, after which it is 
dealt with like the sac of an ordinary inguinal 
hernia, namely by means of transfixation, liga- 
tion and amputation. 

The esophagoscope is kept in the lumen of the 
esophagus until the sac is removed and three 
reef sutures are thrown across the site of the 
amputation. These reinforce the weakened por- 
tion of the gullet but do not narrow it because 
the esophagoscope is left in place while the 
stitches are being tied. Drainage may or may 
not be used in the wound. 
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A Rehfuss tube is placed in the esophagus for 
feeding the patient until the esophageal wound 
heals. 

The following is a case report of a patient 
operated upon by the Gaub-Jackson method :* 


J. E. S. Male. Age 75. 
Complaint: pain in the epigastrum, nausea, vomiting, 
loss of appetite, general weakness and difficulty in swal- 





Sup. parathyroid 


Inf. parathyroid 





Trachea 


Sternothyfoid muscle 


Fig. 2. 
lowing. The patient has had frequent attacks of indi- 
gestion during the past forty years which he would 
attempt to relieve by taking soda. While he suffered 
no severe pain upon eating, he felt very uncomfortable 
and would vomit two and a half or three hours later, 
and would also regurgitate large amounts of gas. He 
well remembered that he used to regurgitate pieces of 
undigested apple when he was a very little boy. While 
throughout his. life he vomited undigested food, this 
inconvenience did not interfere with his general health. 
About ten years ago he began to be annoyed by a 
peculiar sound in his throat on swallowing fluids and 
since then he has had difficulty in swallowing at times. 
He experienced greater difficulty in swallowing fluids 
than solid foods. 

Physical examination revealed a very emaciated male 
of advanced age in a very weakened condition generally 
and with a badly coated tongue. Other than this, he 
presented the usual physical findings of an aged man. 

On May 12, 1926, the patient was operated upon after 
the method described by Gaub and Jackson.? An in- 
cision was made along the outer border of the sterno- 
mastoid muscle extending downward to the sternum. 
Very little difficulty was experienced with the struc- 
tures between the integument and the esophageal wall. 
Just previous to operation, the diverticulum was 
cleansed by a suction tube in the hands of the esopha- 
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goscopist. Intratracheal insufflation anesthesia was 
used. As soon as the esophagus was exposed, the di- 
verticulum was illuminated by the esophagoscope and 








ia 4 
an attempt was made to raise it to the surface of thc i 
wound, which was unsuccessful until the esophagoscope 
had been withdrawn about half the length of the di- 
verticulum. Then upward pressure brought it into 
view so that it could be grasped with a tenaculum 
forceps and raised above the clavicle. The few muscle 
Sup. thyroid 
artery and vein 
Common ca- 
rotid artery 
Internal 
jugular vein 
; ; —— Inferior 
4 comstriclor 
. f _ Sternomas- 
_ j y tuid muscle 
Ss Biro Csophagus 
<a Omohyoid muscle 
Inferior thyroid artery I 
“sia laryngeal nerve 2 cus 
Midkdle thyroid vein sha 
Inferior thyroid veins , 
Stémohyoid muscle con 
Sco) 
Surgical exposure of esophagus (Davis). me; 
. . . : 1. 
fibres in evidence were easily dissected from the sac ly 
and it was transfixed at its base after the manner of ‘| te 
dealing with the ordinary inguinal hernia sac. A Pen- We 
rose drain was placed in the bottom of the wound and tals 
the structure approximated in the usual manner. A iia 
duodenal tube was placed in the esophagus and at- oy 
tached to the side of the neck for feeding purposes. wp 
This was removed in thirteen days, after which recov- ‘ 
ery was uneventful. ae 
The patient weighed ninety-two pounds on entering dra 
the hospital March 17, 108 pounds on the day he left tud 
the hospital, June 19, 1926, and 125 pounds on Novem- hate 
ber 23, 1926. - ons 
The patient is the oldest individual success- : ei 
fully operated upon for this condition so far as ‘ tute 
our brief review of the literature reveals. = cre 
In conclusion, I should say that the Gaub- me 
. ° . on 
Jackson operation is a very efficient method of ir 
. . . . : 
dealing with esophageal diverticula. fon 
, one 
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interferes with the “creeping” function as described 
above. 

The function of the crico-pharyngeus muscle is of 
importance. This band is in habitual contraction ex- 
cept when the bolus of food is passing into the esopha- 
gus. It is contracted when the other circular fibres of 





Excision of an esophageal diverticulum. 


Fig. 3. 
(Richardson, Annals of Surgery.) 


DISCUSSION 


Dr. KennetH A. PHELps (Minneapolis): In dis- 
cussing the esophagoscopic phases of this subject, I 
shall consider three points: (1) The etiology of the 
condition; (2) the diagnostic value of the esophago- 
scope; and (3) the treatment of this condition by 
means of the esophagoscope. 

1. The production of pharyngeal diverticula is direct- 
ly related to the mechanism of deglutition, to that 
phase, particularly, which takes place in the pharynx. 
We are not concerned with what happens in the mouth 
or the esophagus. The usual description of the act of 
swallowing is about as follows: “It is the propulsion 
of a bolus, by a contracting band of muscle, preceded 
at a lower level by a band of muscular relaxation; that 
is, a squeezing onward of the mass.” Mr. Negus of 
London, in the best paper published on this subject, 
draws attention to the important function of the longi- 
tudinal muscles. He gives the example of a snake 
swallowing a rabbit—the snake appears to creep for- 
ward over its prey rather than the rabbit being squeezed 
down the gullet. In the case of fish, which are desti- 
tute of a larynx, the swallowing act is of the same 
creeping character. A band of circular fibres contract, 
thus preventing the bolus from moving backward; the 
longitudinal fibres contract, pulling up the next segment 
of gut, in which the circular fibres now contract and 
force the bolus onward. Thus all along the gut, first 
one set of fibers contract and then the other. 

In man, the anatomical arrangement of the pharyn- 
geal muscles due to the presence of a larynx primarily, 
and secondarily due to the descent of the larynx from 
its fetal position opposite the base of the skull to the 
level of the fourth, fifth and sixth cervical vertebre, 


Fig. 4. Excision of an esophageal diverticulum ; 
the operation completed. (Richardson, Annals of 
Surgery). 


the pharynx and esophagus are relaxed and it relaxes 
when the others contract. This muscle arises from 
the lower part of the cricoid cartilage and the fibres 
fuse together behind. Its function is to keep air out 
of the esophagus during respiration, and it must have a 
powerful action to perform its function. All esopha- 
goscopists, especially those working under local anes- 










Traction 
diverticulum 


Fig. 5. 
type of traction diverticulum. 
Shallow, Annals of Surgery). 


Schematic illustration of the classic 
(Jackson & 


thesia, will agree that this muscle is powerful, for tio 
examination of the esophagus is possible while it con- 
tracts. 

The creeping mechanism in the pharynx is carried 
out as follows: As the bolus passes downward, the 
oblique fibres of the constrictors draw up the tube; 
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the elevators of the larynx act similarly, and the palato- 
pharyngeus and stylo-pharyngeus also help to draw up 
the pharynx. Thus the presence of a larynx inter- 
feres with the food tube being pulled up equally on 
all sides. In man, the longitudinal esophageal fibres 
are attached principally to the cricoid cartilage and not 
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Fig. 6. Schematic illustration, pulsion diverticulum. 
(Jackson & Shallow, Annals of Surgery). 


to the cartilage of Santorini, as is the case in the 
lower animals. Man thus misses the funnel action of 
such an arrangement and a partial loss of the syn- 
chronous closure of the larynx and opening of the 
esophagus exists. 

Also, the longitudinal fibres are practically absent 
from the posterior surface of the pharynx at its lowest 
part and from the posterior part of the upper esopha- 
gus. The longitudinal fibres collect at the anterior sur- 
face of the esophagus about one inch from its upper 
end and to attach to the aponeurosis of the cricoid carti- 
lage. This arrangement means that a contraction of 
the longitudinal esophageal fibres draws up the anterior 
part of the esophagus more than the posterior, which 
remains more or less stationary. 

The palato-pharyngeus muscle is a special collection 
of longitudinal fibres which helps raise the posterior 
wall of the esophagus, but not efficiently, for the fibres 
fade away in the pharynx. This again means the un- 
equal elevation of the esophageal mouth. This muscle 
is the one taking part in the lateral gutter in animals 
which allows them to swallow and breathe at the same 
time. Food in man is not, therefore, directed away 
from the posterior pharyngeal wall by such a means 
and this tends to put more strain on an already weak 
spot. 


Lack of relaxation of the crico-pharyngeus muscle 
at the proper moment means that a part of the bolus 
remains in the pharynx above a tightly constricted ring 


of muscle. Now the pharyngeal muscles contract and 
food cannot move up, down, or forward, on account 
of the rigid larynx. Posteriorly is an area, unprotected 


save by vertebre, and here herniations occur. Once 
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the mucous membrane protrudes, food can get into the 
pouch and this causes a gradual enlargement. 

Because the symptoms and signs of this condition are 
referred to the esophagus, the pouch is generally 
known as esophageal. However, this term is anatom- 
ically incorrect, as the dilatation does not arise from nor 


Fig. 7. 


Schematic illustration showing post-operative 
result. 


communicate with the esophagus but arises in the area 
between the lowest circular and the adjacent oblique 
fibers of the inferior constrictor muscle of the pharynx. 
Hence the diverticulum should be called pharyngeal. 

2. One would suppose from the name “diverticulum” 
that in passing an esophagoscope down the esophagus 
one would notice a little side opening leading off inie 
a pouch. This, however, is far from the case. Usually, 
in pharyngeal diverticula, the whole hypopharynx ends 
in a blind sac. The upper orifice of the diverticulum is 
seemingly the entire pharynx. 

The subdiverticular esophageal opening, on the con- 
trary is a minute cleft up above the bottom of the di- 
verticulum, and usually on the anterior wall of the 
diverticulum, often close against the cricoid cartilage. 
(Jackson). 

By means of the esphagoscope, the presence of a 
malignancy, a cicatrix, a spasm or external compression 
can be determined. These conditions may cause a 
dilatation very similar in x-ray appearance to the true 
diverticulum. Ulceration of the mucosa of the sac and 
the definite location of the sac can be positively de- 
termined by esophagoscopy. X-ray examination of 
patients with suspected diverticula should, of course, 
never be neglected, but I believe the safety and ease of 
esophagoscopy means that this diagnostic procedure 
should also always be employed. Certainly the surgeon 
may often be saved considerable embarrassment if he 
gets the complete diagnosis which the esophagoscope 
offers. 

3. In the surgical treatment of this condition, some 
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men believe the esophagoscope is indispensable. Its 
use certainly simplifies the procedure of the surgeon. 
Tracheal anesthesia is quite ideal and the introduction 
of a tube into the trachea by means of the esophago- 
scope takes but a minute. Next, the sac can be thor- 
oughly cleaned out, thus avoiding manipulation of a 














Fig. 8. Schematic illustration showing positions of esophago- 
scope when used as a guide during removal of esophageal 
diverticulum. (Jackson & Shallow, Annals of Surgery). 


partially filled pouch and squeezing out its semi-putrid 
contents, which may be inhaled. Anything which elim- 
inates the danger of aspiration pneumonia is certainly 
worth while. The sac can be transilluminated by the 
esophagoscope and lifted from its bed, thus permitting 
the operator to quickly pick up, thus shortening the 
time of dissection and lessening the danger of medias- 
tinitis. The esophagus below the diverticular opening 
can be examined to see that its lumen is of good size. 
The subdiverticular orifice too can be dilated, thus pre- 
venting postoperative leak and recurrence of the di- 
verticulum. The Rehfuss tube can also be inserted 
through the esophagus for the purpose of postoperative 
nourishment. 


CONCLUSIONS 


1. This condition is caused largely by certain evo- 
lutionary factors responsible for the anatomy of the 
pharynx. 

2. The esophagoscope is of considerable aid in the 
diagnosis and treatment of this condition. 


Dr. Russet Gates (Minneapolis): Before the days 
af x-ray the diagnosis of diverticuli of the esophagus 
was very difficult; but the x-ray findings are so char- 
acteristic that the diagnosis of this condition is quite 
easy. The routine examination of the esophagus is 
made with the patient in the right oblique position and 
erect if possible. The patient drinks a thick barium 
mixture and its course through the esophagus is ob- 
served fluoroscopically. Plates may be made in what- 
ever position desired. 

Diverticuli- of the esophagus are divided into two 
general classes: pulsion and traction. 

1. Pulsion Diverticuli—This type occurs at a point 
of weakness in the walls of the esophagus. The weak- 
ness may be anatomical or pathological, due to ulcera- 





tion in the esophageal wall. The pressure in the esopha- 
gus causes a small hernia at the point of weakness and 
the sac thus formed gradually becomes larger and 
larger, some reaching the size of eight centimeters in 
diameter. 

Pulsion diverticuli are sometimes divided into two 


~~ 


Fig. 9. X-ray picture showing barium-filled esophageal 
diverticulum, right side. 


classes according to their location. The first and most 
common type occurs near the junction of the pharnyx 
and esophagus, at a point where the esophagus is not 
so completely surrounded by muscles as in other parts 
of the esophagus and where there is therefore an area 
of anatomical weakness. The second type of pulsion 
diverticuli, called deep seated, occur mostly in the 
lower third of the esophagus. All pulsion diverticuli 
present about the same characteristics. 

The fluoroscopic examination shows the barium pass- 
ing down the esophagus into the sac of the divertic- 
ulum. The barium mixture fills the diverticulum and 
then passes through the remainder of the esophagus. 
The barium of course may pass into the sac and 
through the main course of the esophagus at the same 
time. If the diverticulum is large, the remainder of the 
esophagus may not fill because of pressure on the main 
course of the esophagus. Compression of the trachea 
may also be noted. Diverticuli in the pharnyx arise 
from the posterior wall but usually lie to the right of 
the midline. As a result the main course of the esopha- 
gus is usually displaced to the left. The pulsion diver- 
ticulum is seen as a smooth round pouch of barium and 
its opening into the esophagus is nearly always near 
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the top of the sac. The deep seated pulsion diverticuli 
may be multiple while those occurring near the phar- 
nyx are single. 

2. Traction Diverticuli—This type is the result of 
disease outside the esophagus. They usually occur at 
the level of the lung hilus and are due as a rule to 
infection of the hilus lymph nodes. Traction divertic- 
uli are of varying size, are irregular and usually tent- 
shaped. 

The differential diagnosis of diverticuli is usually not 
difficult because they present such a typical picture. 
Benign stricture and carcinoma may cause dilatation 
of the esophagus above the lesion, which may simulate 
a diverticulum, but careful examination will disclose 
a definite and constant irregularity of the wall of the 
esophagus below the dilated area. Also no definite 
pouch will be made out and the compressed or displaced 
main course of the esophagus will be missing. In 
lesions of the lower third of the esophagus severe de- 
grees of cardiospasm must be ruled out. 

There is one important point which must be remem- 
bered when a diverticulum is suspected. That is, the 
pouch may be filled with food from previous meals. 
In that event the barium may not pass into the pouch 
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and the diverticulum may be missed. Re-examinations, 
however, will usually show the diverticulum. 

The case reported is a pulsion diverticulum occurring 
at the level of sterno-clavicular notches. The follow- 
ing x-ray report was submitted: 

Fluoroscopic examination of the chest shows a 
rounded opaque shadow about two inches in diameter 
at the level of the clavicles and in the midline. This 
no doubt is a pouch filled with barium which had been 
given five days previously. 

Fluoroscopic examination and plates made during the 
ingestion of a barium meal show the barium passing 
directly into the pouch. The barium swallowed at this 
time distended the pouch to a size about two by three 
inches. After the pouch was filled, the barium passed 
through the remainder of the esophagus and into the 
stomach. Plates show that the pouch lies mostly in the 
midline but slightly to the right. The esophagus 
proper curves definitely to the left at the level of the 
pouch. The remainder of the esophagus shows no 
evidence of abnormality. 


CONCLUSION 


Large diverticulum of esophagus at the level of the 
sterno-clavicular notches. 





“DENICOTINIZED” TOBACCO 

So-called denicotinized tobaccos and tobacco prod- 
ucts for which reduced nicotine content is claimed or 
implied by label declaration are now being offered for 
sale. Some of these are claimed to be “absolutely 
harmless.” The Connecticut Agricultural Experiment 
Station has published a report on denicotinized tobaccos 
which shows that the nicotine content of these prod- 
ucts varies considerably just as in the case of ordinary 
tobaccos. As a group they were found to contain 
somewhat less nicotine than tobacco. Some “denicotin- 
ized” products on sale contained as much nicotine as is 
likely to be found in ordinary tobaccos; a few con- 
tained substantially less. None of the “denicotinized” 
tobaccos examined are sufficiently poor in nicotine to 
warrant unrestricted indulgence on the part of con- 
sumers who suffer ill effects from this alkaloid. It is 
pointed out that the consumer of “denicotinized” to- 
bacco products may consume larger quantities than of 
the ordinary product, partly because he believes it to 
be largely or entirely freed from its objectionable 
nicotine, and partly in an unconscious effort to secure 
the satisfying effects he is accustomed to derive. Con- 
sequently his actual nicotine intake may equal or ex- 
ceed his usual consumption. (Jour. A. M. A., August 18, 
1928, p. 501; August 25, 1928, p. 583.) 


CARGEL NOT ACCEPTABLE FOR N. N. R. 

The Council on Pharmacy and Chemistry reports 
that “Cargel” is the proprietary name applied by the 
H. K. Mulford Co. to an emulsion of lanolin in an 
aqueous solution of mild silver protein and casein. 
According to the information furnished the Council, 
the mixture is prepared by dissolving casein in an 
alkaline solution of sodium, potassium and calcium 
hydroxides, incorporating an amount of lanolin equal 
to the casein, and adding a solution of mild silver pro- 
tein in such amount that the finished product contains 
from 1 to 1.25 per cent of metallic silver, equivalent 
to a 5 per cent mild silver protein solution. The prep- 
aration is a pharmaceutical mixture, which does not 
present any special originality or striking advance, and 
which, therefore, is not entitled to a coined name under 
the rules governing the Council in the recognition of 
proprietary names for mixtures. Furthermore, the 
Council held the name misleading, since, according to 
the manufacturer, it was intended to indicate that the 
substance is a “gel,” whereas in fact it is merely a 
creamy emulsion. The Council declared “Cargel” unac- 
ceptable for New and Non-official Remedies because 
the name is misleading and is not descriptive of the 
composition of the product to which it is applied. 
(Jour. A. M. A., August 4, 1928, p. 321.) 





THE EXCURSION OF THE COSTAL MARGINS AND OF THE 
COSTAL ARCH FOLLOWING PHRENIC NEURECTOMY: 
EXPERIMENTAL AND CLINICAL OBSERVATIONS* 


WituIis S, Lemon, M.D. 


Rochester, Minnesota 


A study of the embryology of the diaphragm 
reveals certain facts relative to its origin that 
serve as implications of innervation and func- 
tion. The diaphragm first appears in the fetus 
high up toward the head, and within its structure 
are incorporated the phrenic nerves which in the 
perfected state are-to provide for motor func- 
tion. If the phrenic nerves are paralyzed the 
diaphragm becomes functionless except in its 
capacity as a partition dividing the ccelom into 
its two most important divisions. The destruc- 
tion of one phrenic nerve at once causes paralysis 
of the hemidiaphragm, and atrophic changes oc- 
cur within two days which persist indefinitely. 
The paralysis includes every portion of the hemi- 
diaphragm. The atrophy is equal throughout its 
whole area from center to circumference and 
there is a sharp line of demarcation between the 
paralyzed and unparalyzed parts. There is no 
evidence of cross innervation and no evidence of 
any other motor nerve sufficient at least to pre- 
vent atrophy. Because of the parts derived from 
the wall of the body evidence is added to the hy- 
pothesis that the intercostal nerves may supply 
motor fibers as they do sensory fibers. There is 
no doubt that they do send fibers to the dia- 
phragm. Higgins has demonstrated them and 
Felix is convinced that at least one is motor in 
function. The point that interests the student of 
function and correlated muscular action is that 
paralysis of one nerve, the phrenic, paralyzes the 
hemidiaphragm in its entirety. Thus with one- 
half paralyzed the effect on respiratory move- 
ments can be studied by comparison with the 
normal side. The primary function of the dia- 
phragm, to increase intra-abdominal pressure, 
may be neglected in these observations. Its respi- 
ratory function depends on rhythmic movement 
that increases the long diameter of the thorax, 
increases the negativity of intrapleural pressure 
and fills the lungs with air. 


*From the Division of Medicine, Mayo Clinic, Rochester, 
Minnesota. . Submitted for publication May 31, 1928. 


There are three conceptions of its influence 
in producing movements of the thoracic wall. 
The first may be called the anatomic. When at 
rest the diaphragm presents a domed surface with 
the convexity toward the thorax, produced by 
the negative intrapleural pressure assisted by the 
positive intra-abdominal pressure. During in- 
spiration it moves downward, producing in- 
creased intra-abdominal pressure because its 
downward movement is opposed by the abdom- 
inal muscles. In its réle as a respiratory organ 
its action overcomes the opposition of the ab- 
dominal muscles and the abdomen and the lower 
portion of the chest are distended during inspi- 
ration. Because of this opposition, the central 
tendon becomes a fixed point and the circumfer- 
ential muscles in contraction actually elevate the 
lower ribs and expand the lower part of the 
thoracic cavity. In its rdle as a compressor of 
the abdominal viscera the resistance of the ab- 
dominal muscles is increased so that distention is 
not permitted. This is the action under more 
purely voluntary control and without it there 
would be great difficulty in evacuating the large 
bowel, bladder or gravid uterus. 

The second is more properly the physiologic 
conception. McLeod points out that the ascent 
of the ribs which increases the anteroposterior 
and transverse diameters of the chest would 
tend at the same time to decrease the long diame- 
ter were it not for the fixation of the lower ribs 
and the descent of the diaphragm. Because of 
embryologic implications it would be appropriate 
to expect that the thoracic muscles, like the ab- 
dominal muscles, should have an action in opposi- 
tion to that of the diaphragm. McLeod explains 
that the attachment to the lower six ribs merely 
tends to pull the margins toward the middle 
line and that this tendency is overcome by the 
opposing action of the external intercostal mus- 
cles which raise the ribs and by the lower verte- 
bral muscles which fix the position of the lower 
ribs. With the descent of the diaphragm and 
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the increase of intra-abdominal pressure the rib 
margins are forced away from the median line at 
the same time that the ribs are elevated. The 
correlated action increases the volume of the 
thorax by enlarging it in three diameters. 

The third conception is a combination of the 
anatomic and physiologic and was arrived at both 
experimentally and clinically. Hoover believes 
(1) that the contraction of the external inter- 
costal muscles raises the ribs and increases the 
angular divergence of the subcostal angle, and 
(2) that the contraction of the diaphragm nar- 
rows the subcostal angle and tends to force the 
rib margins toward the median line. He sup- 
ports this belief by the observation that in pa- 
ralysis of the diaphragm the subcostal angle is 
increased while in paralysis of the intercostal 
muscles the angle is decreased. 


CLINICAL AND EXPERIMENTAL OBSERVATIONS 


Since 1926 I have studied a large number of 
animals in which (1) one phrenic nerve was cut, 
(2) both phrenic nerves were cut, (3) the inter- 
costal nerves were sectioned on one side, (4) the 
intercostal nerves were sectioned on both sides, 
(5) combinations of intercostal sections were 
studied with combinations of phrenic sections. 
The study has included observations following 
transection of the spinal cord at the level of the 
sixth dorsal vertebra. The operation has been 
performed on normal animals and on animals in 
whom one phrenic nerve had been cut. 

During this time clinical observations were 
made on human beings after unilateral phrenic 
neurectomy had been performed on patients with 
eventration, congenital absence of the hemidia- 
phragm and diaphragmatic hernia with viscera 
filling one side of the thorax. The behavior of 
man to these conditions is precisely the same as 
that of animals and the respiratory movements 
are influenced in the same way. 


Unilateral phrenic neurectomy causes paralysis 
of the hemidiaphragm, which rises domelike into 
the thorax and shortens the long diameter of the 


chest. That portion of the diaphragm is func- 
tionless except as a partition dividing the ccelom 
into two compartments. The usual rhythmic 
movements that make it a respiratory organ are 
abolished and respiratory movements are carried 
on by the intercostal and accessory muscles, such 
as the scalenus. Compensation is so great a fac- 
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tor in respiration and the diaphragm is of such 
secondary importance that the movements of the 
wall of the chest as a whole and in any of its 
parts are uninfluenced by the loss of the para- 
lyzed part. This truth has been definitely es- 
tablished to my satisfaction after a large number 
of observations and clinical examinations com- 
bined with simultaneous kinematographic records 
taken at various levels including the arch and 
the costal margins and with actual measurements 
of the expansive excursion during inspiration 
and after direct examination of the chest with 
the margins and arch exposed to the level of the 
ribs, so that the confusion occurring because of 
a sliding integument was removed. 

A disinterested observer could not possibly dis- 
tinguish animals so operated on from their nor- 
mal mates except by fluoroscopic evidence or the 
presence of an operative scar in the region of the 
neck. 

I have carefully observed patients following 
phrenic neurectomy and have included in my 
study only those whose chests before operation 
were symmetric and whose thoracic movements 
were bilaterally equal in direction and length of 
excursion, and found precisely the same result. 
The chest movement remains the same in char- 
acter and in degree and the angular divergence of 
the subcostal angle remains unchanged. The side 
operated on does not move through a greater 
excursion because it has lost the opposing force 
of the diaphragm. It can also be shown experi- 
mentally that the decreased movement following 
unilateral section of all or part of the intercostal 
nerves is not changed by combining this operation 
with phrenic evulsion on that side. In all aca- 
demic discussions concerning function it is well 
to decide between theoretic considerations or im- 
plications and practical results, remembering that 
respiration is a fundamental function and is well 
protected by a reserve that permits of a loss in 
muscular equipment without observable depar- 
tures from normal, either in motion or efficiency 
of function. It is well to remember that a man 
can live normally with total paralysis of the dia- 
phragm, and if the phrenic nerves are uninjured 
he can live with fracture of the cervical vertebre 
at a level which paralyzes all muscles below the 
fracture. A dog can live and provide himself 
with tidal air under the same conditions even if 
one phrenic nerve is also cut. 

Under ali these circumstances in man or in 
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animal the costal arches and the costal margins 
remain symmetric and the outward movement 
during inspiration remains bilaterally equal. This 
is true in animals in which the spinal cord has 
been transected (at the level of the sixth cervical 
vertebra) and the phrenic nerve cut on one side. 
Here the downward pressure of the contracting 
hemidiaphragm transmits its force equally in all 
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directions and the abdomen is distended while at 
the same time the costal margins and arches are 
pressed outward through an equal excursive dis- 
tance. 

There is only one procedure that consistently 
alters the symmetry and the outward movement 
of the costal arch and costal margin: paralysis of 
the intercostal muscles on one side. 





PEDODYNE FOR BUNIONS 


The “Kay Laboratories” of 180 North Wacker Drive, 
Chicago, is the trade style used by one George J. Katz 
in selling quack remedies for bunions, corns, chilblains 
and perspiring feet. The name of George J. Katz is 
not unknown to quackery. The name of Katz does not 
appear in the advertising of the Kay Laboratories. In- 
stead, the circular letters are signed “George J. Kay,” 
who, doubtless, is nonexistent. In order that the pub- 
lic and medical profession might know something about 
this “most scientific’ treatment for bunion trouble, the 
A. M. A. Chemical Laboratory analyzed “Pedodyne.” 
From its analysis, the Laboratory concludes that a prod- 
uct having the essential composition of the ointment 
part of Pedodyne for Bunions may be made by melting 
300 parts by weight of animal fat and adding 3.6 parts 
by weight of salicylic acid, 3.5 parts by weight of 
phenol and one part by weight of iodine, to which is 
added a relatively small amount of camphor and men- 
thol. The Laboratory concludes that a preparation 
having the essential composition of Pedodyne Foot Aid 
—which accompanies the ointment—may be made by 
mixing together talc, 40 parts; boric acid, 40 parts; 
borax, 10 parts; alum, 5 parts; zinc oxide, 3 parts; 
salicylic acid, 1 part. That the use of these prepara- 
tions will cure any case of hallux valgus (bunion) is a 
claim that to physicians is obviously false. (Jour. A. 
M. A., August 11, 1928, p. 415.) 


THE INJECTION TREATMENT OF VARICOSE 
VEINS 


The injection treatment for the obliteration of vari- 
cose veins is attracting increasing attention. The 
French school, under the leadership of Sicard, has 
been using sodium salicylate in solutions of from 20 to 
40 per cent. Linser used 20 per cent sodium chloride 
solution, and reported 6,000 injections. Noble, in Ger- 
many, has made injections in 3,000 patients with 50 per 
cent dextrose. Meisen uses equal parts of 25 per cent 
solution of sodium salicylate and 10 per cent sodium 
chloride. In this country, McPheeters has reported 
favorable results with sodium salicylate. The most im- 
portant consideration in connection with the injection 
method is the danger of pulmonary embolism. Thus 
far, reports of four cases of fatal pulmonary embolism 
seem to be available. Of these, two occurred after 
correct technic and therefore appear unavoidable. 
Against these two fatalities there are reports of 14,000 
successful injections. The efficacy of the method will 
depend much on the proper selection of cases. Definite 
contraindications to the injection method include car- 
diac and renal diseasé accompanied by venous stasis 
and dilatation of veins, hypertonus, changes in and 
obliteration of the deeper veins, pregnancy, and large 
intrapelvic tumors. (Jour. A. M. A., August 4, 1928, p. 
322.) 








HODGKIN’S DISEASE IN CHILDREN: A CLINICAL STUDY 


OF THIRTY-THREE CASES* 


CATHERINE CoRBEILLE, M.D. 
Rochester, Minnesota 


HIRTY-THREE cases of Hodgkin’s dis- 

ease in children under fifteen years of age 
have been observed at the Mayo Clinic since 
January, 1900. In twenty cases the diagnosis 
was confirmed by biopsy or at necropsy. In the 
remaining thirteen cases, the clinical signs were 
considered sufficiently typical to warrant diag- 
nosis without the pathologist’s report. Three 
cases that did not conform in all features to the 
usual manifestations of Hodgkin’s disease were 
discarded.*?* 

AGE AND SEX 


In this series of cases the first symptoms oc- 
curred between the ages of two and fourteen 
years, the average age being nine and a half 
years. The duration of symptoms before the 
child was observed at the Clinic varied from 
seven weeks to nine years; there was no relation 
between the severity of the symptoms and the 
duration of the illness. 

The ages of patients at the onset of the disease, 
divided into five year periods, present three 
groups: in the first five years there were sixteen 
cases, in the second five years thirteen cases, and 
in the third five years four cases. The ages of 
these patients when they were first observed at 
the Clinic do not parallel with this, but fall into 
the following groups: in the first five years there 
were seven cases, in the second five years twenty- 
one cases, and in the third five years five cases. 

The most rapid development of the disease 
occurred in the case of a boy aged ten years. 
A history of initial infection could not be ob- 
tained. He came to the Clinic with large tumors 
on both sides of the neck, and a mass of lym- 
phoid tissue in the pharynx, seven weeks after 
the enlargement was first noticed. Twelve of the 
thirty-three patients are known to have died 
before March, 1927, and one was moribund at 
that time. Table 1 shows that there is no relation 
between the age at onset and the duration before 
the fatal issue. 


*From the Section on Pediatrics, Mayo Clinic. Submitted for 
publication August 16, 1927. 
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TABLE 1 
AGE AT ONSET OF SYMPTOMS: TOTAL DURATION 
OF DISEASE IN PATIENTS DEAD OR MORI- 
BUND IN MARCH, 1927 
Age at onset, years Duration, oo 


8 
12 
28 
33 
12 
22 
30 
15 
23 
24 
36 
17 
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Most of the children observed were boys,,thirty 
of the thirty-three. 


ONSET OF DISEASE 


A definite history of infection at the onset of 
the disease was given in twelve cases. In all of 
these the infectious process was the first evidence 
of ill health. The nature of the precipitating in- 
fections is shown in Table 2. 

In one case, in which there was a history of 
German measles, a small node was palpable in 





TABLE 2 
INFECTION AT ONSET 


Type Cases 

Cold and cough with fever....... 
Infected tooth (gingivitis) 2 
Influenza 1 
Chickenpox with night terrors 1 
Scarlet fever 1 
1 

1 

1 

















Mumps 
German measles 
Jaundice with cold, fever and delirium.................... 











the cervical region before the infection mani- 
fested itself. Measles precipitated further en- 
largement of the lymph nodes; this became rap- 
idly progressive at once. 

In two cases there was a history of trauma 
immediately preceding the appearance of the en- 
larged nodes. In one case a boy aged four was 
struck while at play by a piece of mud; this 
caused contusion behind the angle of the right 
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jaw whereupon the nodes immediately enlarged. 
In the other case a boy of seven was lifted by 
his head, and following this characteristic masses 
appeared in the left cervical region and left axilla. 
However, the child was subject to frequent colds 
and continued to have them throughout his ill- 
ness, so possibly trauma should not be stressed 
too much as an etiologic factor. 

In three cases constitutional symptoms pre- 
ceded the usual objective findings. One child, 
aged four, complained of fatigue and lassitude 
several months before the nodes appeared. An- 
other child first experienced a cold with jaun- 
dice and high fever, and during the six months 
preceding the appearance of the enlarged nodes 
there were frequent attacks of high fever with 
delirium, but no recurrence of jaundice. When 
the child was examined at the Clinic, one year 
after the initial cold, he complained of abdominal 
pain, and both the liver and the spleen were 
found to be enlarged. Characteristic adenopathy 
involving the left cervical and both axillary 
groups was observed. The third child present- 
ing early constitutional symptoms was aged five 
years; he had always been weak and had de- 
veloped slowly. “Wheezing” in the chest and 
recurrent fever had been present for about a 
year and a half, and a roentgenogram at the 
onset of these symptoms led to a diagnosis of 
enlarged thymus. The cervical and axillary 
nodes were palpable, but not markedly enlarged 
when the child was observed. The other symp- 
toms—wheezing, backwardness and _ recurrent 
fever—so overshadowed the manifest enlarge- 
ment of the lymph nodes that the date of onset 
of the last symptom could not be given. In all 
probability it occurred later than the constitu- 
tional disturbances. 


In all the remaining cases, the first symptom 
of Hodgkin’s disease was the enlargement of 
the lymph nodes, excluding, of course, the initial 
infections mentioned. The cervical group was 
the first to become involved, either unilaterally 
or bilaterally in all but one case. In this case 
the initial enlargement was in the left axilla, and 
was soon followed by. involvement of the left 
cervical group. In fifteen cases the total ap- 
parent enlargement remained confined to the cer- 
vical region, bilateral in eleven cases, left in two, 
and right in two. Limited involvement of the 
superficial nodes does not, however, parallel the 
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condition of the deeper structures. Five of these 
fifteen cases in which only the cervical nodes 
could be palpated externally, showed enlarge- 
ment of the mediastinal group by roentgen-ray 












































TABLE 3 
INITIAL LYMPHATIC INVOLVEMENT 

Cases 
Right cervical........................- 11 
Lem eenvmet............. 14 
Simultaneous bilateral cervical 7 
Right axillary None 
Left axillary 1 
Right cervical alone 2 
Left cervical alone 2 
Bilateral cervical alone 11 
Right cervical and right axillary 1 
Bilateral cervical and bilateral axillary-................... 4 
Left cervical and left axillary 4 
Left cervical and bilateral axillary............................ 3 
Bilateral cervical and left axillary......................... 
Left cervical, bilateral axillary and _ bilateral 

inguinal 
. Bilateral cervical, bilateral axillary and bilateral 
inguinal 
Bilateral cervical and bilateral inguinal... 1 
TABLE 4 
ABDOMINAL SYMPTOMS 

Enlarged spleen Cases 


Without other abdominal lesions 
Associated with enlarged liver 2 
Associated with enlarged liver and pain................ 2 
Associated with pain and ascites.....................-..---- 2 
Associated with enlarged lymph nodes and 
ascites 1 
Associated with enlarged lymph nodes and pain 1 











Total 14 





Enlarged liver 
Associated with enlarged spleen 
Associated with enlarged spleen and pain.......... 
Without other abdominal lesions 1 
Associated with pain and enlarged lymph nodes_ 1 











Total 6 
Ascites 
Associated with enlarged spleen and pain............ 2 


Associated with enlarged spleen and enlarged 
lymph nodes 








Total 3 
Abdominal pain 
Associated with enlarged spleen and ascites...... 2 
Associated with enlarged spleen and enlarged 
liver 





Associated with enlarged spleen and enlarged 
lymph nodes 

Associated with enlarged liver and enlarged 
lymph nodes 








Total 6 





Enlarged lymph nodes 


Associated with enlarged liver and pain.............. 1 
Associated with enlarged spleen and pain..........._ 1 
Associated with enlarged spleen and ascites........ 1 

Total 2 
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Also in seven cases in this same 
In three of 


examination. 
group the spleen was enlarged. 


these the liver was enlarged as well, and ab- - 


~dominal pain was present in two of them (Tables 
3 and 4). 
FEVER 


Fifteen patients are known to have had inter- 
mittent or recurrent fever throughout the illness. 
Six of these were among those with a history 
of a definite infectious process at the onset. In 
the other nine the fever persisted over a con- 
siderable period, was often obscure in nature and 
sometimes occurred in the absence of marked 
objective data. This was a most remarkable 
feature in the case of a boy aged seven and a 
half years, who had had a temperature of from 
99° to 105° F. for at least nineteen months be- 
fore the diagnosis of Hodgkin’s disease was made 
in the Mayo Clinic. At the onset the boy was 
weak and listless and was sent to the school 
dentist for examination. His temperature at 
that time was 104° F. No enlarged nodes were 
discovered. Various types of treatment were 
given, including tonsillectomy and irradiation of 
the chest for an enlarged thymus. The latter 
caused temporary improvement in the general 
condition but only a short remission of the in- 
creased temperature. For a number of months 
before the child came to the Clinic the tempera- 
ture remained usually between 104° and 105° F., 
although he was up and about every day. Ex- 
amination revealed only a few small nodules in 
the cervical region on both sides, and a few 
small palpable nodes in the axilla. The spleen 
was enlarged and there was marked thickening 
around the hilus of the lungs. From a node re- 
moved from the cervical region Hodgkin’s dis- 
ease was diagnosed by the pathologist. The tem- 
perature dropped to normal after the biopsy and 
remained normal until the patient was dismissed 
from the Clinic. 


VARIATION IN SIZE OF THE LYMPH NODES 


In almost a third of the cases a definite history 
was given of recession of the nodes after the 
primary enlargement was observed. This was a 
striking symptom in the series. A number of 
cases showed repeated recessions before the 
process either remained stationary or advanced 
without remissions. In three cases the recur- 
rences after recession were associated with fever. 
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Sometimes repeated colds served as fresh stim- 
uli to the advance of the process, the nodes show- 
ing definite diminution in size in the intervals 
between respiratory infections. This observation 
is contrary to that of Reed,* who asserts that 
the nodes rarely vary after the appearance of 
the initial enlargement. 


MEDIASTINAL INVOLVEMENT 


In sixteen of the thirty-three cases the nodes 
in the mediastinum showed involvement in the 
roentgenogram.® All the nodes around the hilus 
were enlarged. In four of the roentgenograms 
massive growths were shown extending beyond 
the region of the hilus and in one case there 
was evidence of considerable fluid. 

In 1900 Wessler and Greene* emphasized the 
importance of roentgen-ray diagnosis in Hodg- 
kin’s disease. They divided their diagnostic data 
into four groups: (1) large massive mediastinal 
shadows; (2) infiltrative growths spreading into 
the lungs from the hilus, the picture resembling 
that of a tree; (3) isolated nodules or metastasis, 
unconnected with the mediastinum, but always 
associated with other manifestations of the dis- 
ease, and (4) discrete nodes at the hilus, the 
analogues of external nodular processes; these 
are the typical faint homogeneous, lobulated 
shadows so characteristic as to suggest Hodgkin’s 
disease in the absence of any other signs. The 
roentgenograms in my series of cases fall into 
the first and last of these groups. One instance 
of a true metastatic process was found, but in 
the absence of biopsy the case was not included 
in the series. 


OPERATIVE MEASURES 


In twelve of the cases tonsillectomy and ade- 
noidectomy had been performed as remedial 
measures previous to examination in the Clinic. 
In six cases the nodes had been resected. In 
every case recurrence followed surgical removal 
of the nodes. 


LESIONS OF THE SKIN 


In six cases symptoms of lesions of the skin 
were present, pruritus without visible lesions in 
three, generalized lesions in two, and lesions con- 
fined to the scalp in one case. In the other three 
cases the types varied. In one case on two oc- 
casions blisters and pustules had covered the 
body, including the soles and palms, during the. 
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year preceding examination. In one case there 
was a history of brownish circular lesions all 
over the body. In the two latter cases the lesions 
were not seen at the Clinic. In the third case 
there was an erysipelatoid eruption of the cheek 
and eye with itching, redness and tenderness. 
These skin manifestations all fall into Symmers”’ 
first group, including incidental changes such as 
macules, prurigo-like eruptions, lichenification 
and pigmentation. Symmers’® second group 
comprises only those lesions in which there is in- 
filtration of the skin with the cell composite of 
Hodgkin’s disease. No such lesion was found in 
this series of cases. 
RESPIRATORY INVOLVEMENT 


In eight cases there was a complaint of cough, 
and in one of dyspnea without cough. In seven 
of the nine there was thoracic involvement, as 
shown by roentgenograms. The dyspnea without 
cough was associated with fluid in the chest. 

ABDOMINAL INVOLVEMENT 


In almost half of the cases, the spleen was en- 
larged; in six the liver was enlarged, although 
not always associated with splenic change. Ab- 
dominal masses were found in three cases, in one 
with abdominal pain and enlarged spleen, in an- 
other with abdominal pain and enlarged liver, 
and in the third with enlarged spleen and ascites 
(Table 4). 

EXAMINATION OF THE BLOOD 


Examination of the blood did not reveal strik- 
ing characteristics. The erythrocytes fell below 
4,000,000 in only about half of the cases, and in 
these the decrease was due to general depletion. 
The leukocytes varied from 2,600 to 16,400; the 
lowest number was found in a case of profound 
cachexia. The differential counts did not show 
any characteristic deviation from normal. Mon- 
onucleosis developed rapidly one month after 
treatment in one case. 

TUBERCULIN REACTIONS 


In twenty-one cases a cutaneous tuberculin 
test was given. There were no positive reac- 
tions; in three only there was a slight or ques- 
tionable reaction.*?* +4 This observation is signif- 
icant because of the acuity of the test during 
the early years of life. 


TREATMENT AND OUTCOME 


Most of the children were treated by roentgen 


rays or radium before they returned home. A 
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number came back through the course of their 
illness for further irradiation, and many con- 
tinued treatments elsewhere. Of the twenty- 
seven treated in the Clinic with roentgen rays, 
fourteen were treated with radium as well ; three 
were given radium alone. The patients improved 
almost miraculously.?:** ** 

Desjardins*® says that this melting down of the 
diseased structures is so characteristic of lym- 
phogenic disease that it may be considered a di- 
agnostic test in the absence of biopsy. Nor is 
the improvement limited to local reaction only. 
All of the children observed or heard from after 
treatment showed marked general improvement 
for a time. Cachexia, if present, cleared up and 
often the child resumed his usual activities for a 
number of months before the turning point came. 
All but one of the patients heard from, who were - 
examined up to one year ago, have experienced 
this fatal reaction. The one exception presents 
the longest stage of improvement and by far the 
most favorable outlook in the series. Five and 
a half years have elapsed since the onset of the 
enlargement of the lymph nodes following dental 
infection. At the time the boy was examined the 
adenopathy was limited to the cervical and 
inguinal nodes, and roentgenograms of the chest 
did not reveal change. The child has been treat- 
ed every two months. The first course of treat- 
ment reduced the nodes 60 per cent. The child’s 
general health is now good; his weight is normal 
and the nodes, although still somewhat enlarged, 
have never approached the size they had attained 
when he was first seen at the Clinic. 

The remainder of the patients heard from, un- 
fortunately, do not present so bright a picture. 
Excluding those seen for the first time during 
the last year and the one just mentioned, all of 
those traced are dead or moribund. Of this 
number, the longest period of survival was 
thirty-six months from the beginning of the 
symptoms, and the shortest eight months (Table 
1), with an average of twenty-two and a half 
months.*®*? In Desjardins and Ford’s** cases the 
average duration in the first decade was four 
years, and in the second two years and nine 
months. Lehndorf*® finds that the disease is 
more malignant in early life and believes this to 
be due to the more intense reaction of children 
to pathologic stimulation in general. He finds 
higher fever, and more rapid growth and less 
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favorable response to treatment, in the early 
period of life. 

The duration of the improvement after treat- 
ment is extremely varied.. The longest period 
thus far has been five and a half years. The 
child was carefully observed and given treat- 
ment every two months. Equally energetic care 
in other cases was without avail. The most rapid 
issue followed a course of both radium and 
roentgen-ray treatnients. This child was the one 
who was lifted by the head before the onset of 
the enlargement of the lymph nodes; he also had 
been subject to frequent colds. He showed the 
usual beneficial results after treatment for two 
weeks; he then contracted a cold and died two 
weeks later. There was no recurrent enlarge- 
ment of the nodes preceding death, but the spleen 
showed rapid enlargement. 

Splenic growth after treatment in the absence 
of recurrence of the superficial nodes is not un- 
usual. It occurred in five cases of the series 
from two weeks to fifteen months after treat- 
ment was instituted. It is to be remarked again 
that in none of these cases was there recurrence 
of the original nodes after treatment. In one 
case the liver also became enlarged. 

In only three cases did the original nodes re- 
cur. These always reappeared suddenly and 
quickly attained greater size than the first. Re- 
currence occurred one month, six months, and 
one year, respectively, after the first treatments. 

Edema was a part of the final picture in five 
cases; in three it was extensive. In one case it 
was limited to one arm, and was probably due 
to pressure from the recurrent nodes, and in the 
other it was confined to the face and finger-tips 
without apparent enlargement of the nodes. 

The most common terminal symptom was 
weakness. It occurred in a third of the patients 
in the series. Of especial interest is a terminal 
blood change that took place a short time after 
treatment of the boy aged five years who had 
been injured on the side of the neck at the onset 
of the illness, six months before observation at 
the Clinic. On examination bilateral cervical and 
right axillary involvement was noted but no 
change in the chest. The leukocytes numbered 
15,200, erythrocytes 4,480,000, and the differen- 
tial count was normal. The diagnosis of Hodg- 
kin’s disease was confirmed by biopsy. Roent- 
gen-ray and radium treatments were given with 
60 per cent improvement, both general and local. 
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A month later high fever and sudden extreme 
pallor developed. Examination of the blood, as 
reported by his home physicians, showed that the 
leukocytes numbered 36,000, with 99 per ceiit 
large mononuclear cells, and that the erythrocytes 
numbered 620,000. Transfusion was given and 
the erythrocytes reached 900,000 but the child 
died within a few days. 


SUMMARY 


All of the thirty-three patients in this series 
were under fifteen years and the symptoms ap- 
peared in more than half in the first five years 
of life. All but three of the patients were boys. 
More than a third of them presented histories of 
infectious disease at the onset of the typical 
symptoms. In two the symptoms appeared fol- 
lowing trauma and in three constitutional symp- 
toms preceded enlargement of the lymph nodes. 
Cervical involvement predominated in _ the 
adenopathy. Variation in the size of the nodes 
occurred in about a third of the cases and is 
an outstanding feature in the series. In half 
of the cases there was mediastinal involvement. 
Abdominal symptoms were common, the most 
frequent being splenic enlargement. Of the 
twenty-one cases in which a tuberculin test was 
made, none gave a definite positive reaction and 
only three gave questionable reactions. Twenty- 
seven patients were treated by irradiation and 
of these thirteen are known to be dead or mori- 
bund, although all of them had shown remarkable 
immediate response to treatment. The average 
length of life was twenty-two and a half months. 
The life of only one was definitely prolonged, 
which may be accounted for by persistent treat- 
ment. He is living and comfortable at the pres- 
ent time, five and a half years after the onset 
of symptoms. 
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VITALIPON NOT ACCEPTABLE FOR N. N. R. 


The Council on Pharmacy and Chemistry reports that 
Vitalipon is claimed to be a 5 per cent solution in olive 
oil of lipoids extracted from vegetable and animal 
embryonic organs with the addition of cajeput oil. Con- 
sideration of Vitalipon was requested by C. G. Crosby, 


New York. In the material submitted in favor of 
Vitalipon, the statement was made that “Vitalipon is 
the outcome of over thirty years’ research work by 
Dr. O. Schaer of Zurich, Switzerland, in his efforts to 
develop a cure for carcinoma.” In addition to the 
brief statement of composition, uses, etc., submitted by 
C. G. Crosby, three documents written by Dr. Schaer 
were also submitted. The Council found Vitalipon un- 
acceptable for New and Non-official Remedies because 
it is an unscientific and indefinite mixture marketed 
under an uninforming proprietary name and with un- 
warranted therapeutic claims. (Jour. A. M. A., July 
7, 1928, p. 29.) 


TREATMENT OF TAPEWORM IN A CHILD 


To children, oleoresin of aspidium may be prescribed 
in doses of 0.5 Gm. per year of age but not exceeding 
a maximum dose of 5 Gm. The preparation should 
include saline catharsis for several days previously, 
light diet for the day before, and a liberal dose of 
magnesium sulphate (from 5 to 10 Gm.) and an evac- 
uent enema the evening before the treatment. (Jour. 
A. M. A., August 25, 1928, p. 584.) 





THE ACTION OF GLYCEROPHOSPHATES 


The general consensus of critical opinion is that the 
theory under which the glycerophosphates were intro- 
duced into medicine is fallacious and that they are 
useless as tonics. Whatever effects are observed from 
the mixtures in which these salts are generally buried, 
may be safely ascribed to the other ingredients. (Jour. 
A. M. A., August 18, 1928, p. 515.) 








THE UPPER URINARY TRACT IN THE DIFFERENTIAL 
DIAGNOSIS OF ABDOMINAL EMERGENCIES* 
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Associate Urologist, Minneapolis General Hospital 
Instructor of Pathology, University of Minnesota 
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| epee abdominal emergency is a potential 
catastrophe, and, if unrecognized or inade- 
quately treated, may become a tragedy. Adequate 
treatment is dependent upon accurate diagnosis. 
Prompt and accurate diagnosis may be extremely 
difficult under any circumstances, and in cases 
of emergency the circumstances may be very try- 
ing. The patient and his relatives are often 
quite insistent on immediate relief; we ourselves 
are fearful of the result of any unnecessary de- 
lay of treatment; under the stress of circum- 
stances we may jump at conclusions not entirely 
warranted by the facts or borne out by further 
investigation. 

The symptom that brings the patient for help, 
the symptom that makes him and his relatives so 
insistent on immediate relief, and the principal 
symptom that may lead us to jump at conclusions 
is pain. As the symptom that brings the patient 
for help, pain is very important; as a symptom 
on which to base a diagnosis, pain may lead us 
astray. We are accustomed to think that pains 
in certain locations and with certain radiations 
are characteristic of certain lesions. This is not 
always true. In fact the pain supposedly char- 
acteristic of a lesion of almost any one abdominal 
organ can be exactly simulated by pain originat- 
ing in any other abdominal organ. 

In a discussion of pain in the right upper 
abdominal quadrant, B. H. Nichols of the Cleve- 
land Clinic? reported last year that more than 30 
per cent of their patients in whom a definite 
pathological condition of the right kidney was 
discovered, had previously undergone operations 
for conditions unrelated to the kidney, such as 
ulcer of the stomach, gallbladder disease, or ap- 
pendicitis ; and the subsequent histories indicated 
that in many of these cases the symptoms had 
not been relieved. J. D. Barney of Boston,? in 
discussing urologic causes of abdominal pain, has 
said that 15 to 20 per cent of patients seen by 
him with lesions of the kidney and ureter have 


*Read before the Hennepin County Medical Society, Min- 
neapolis, May 7, 1928. 


had previous operations performed for other ab- 
dominal lesions without relief. In many of these 
there had been little or no preoperative investiga- 
tion of the urinary tract. Ashe says: “It is not 
yet fully appreciated how frequently abdominal 
pain may be due to some lesion of the kidney or 
ureter.” Arthur B. Cecil® has presented some in- 
teresting groups of cases in his study of abdom- 
inal pain in diseases of the kidneys and ureters. 
Among sixty-seven patients with renal and 
ureteral calculi, thirteen had had previous opera- 
tions performed; one had had three previous 
abdominal operations for the same symptoms. 
Eight other patients had escaped laparotomy, but 
had had diagnoses of appendicitis, gallstones, or 
ptomaine poisoning. There had been, therefore 
an error of over 30 per cent in the diagnosis of 
renal and ureteral calculi. Among twenty other 
patients suffering from hydronephrosis without 
stones, six had had previous operations without 
relief, and two others had had diagnoses of ap- 
pendicitis and ptomaine poisoning respectively 
without operation. In that group of twenty cases 
the error in diagnosis had been 40 per cent. 
Why should there be such a wide margin of 
error? In my opinion we depend too much on 
the character and location of pain in making a 
diagnosis. The abdominal organs are supplied 
with sympathetic and autonomic nerves which 
carry no fibers of pain sensation. However, 
stimuli from these organs travel to certain seg- 
ments of the spinal cord (Fig. 1), where they 
are relayed to the brain, and interpreted as pain 
sensations from the areas of distribution of cere- 
brospinal nerves of the same cord segments (Fig. 
2). The tenth, eleventh and twelfth dorsal and 
first lumbar segments receive stimuli from a ma- 
jority of the organs, and the pain sensations are, 
of course, referred to the corresponding cere- 
brospinal nerve areas. Occasionally visceral 
stimuli reaching the cord at the normal segment 
are transported up or down the cord to a distant 
segment before being relayed to the brain; this, 
naturally, may complicate the clinical. picture. 
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Another source of confusion lies in the close re- 
lationship between some abdominal viscera and 
the trunks of some cerebrospinal nerves (Fig. 3). 
It is easy to see that inflammatory lesions in and 
about those organs can extend to the nearby 
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Fig. 1 (from Hinman) 


nerve trunks, irritating them, and causing sensa- 
tions of pain referred to the areas of distribu- 
tion of the nerves. So then, we must conclude 
with Hinman‘ and other authorities that pain of 
itself can never be considered absolutely pathog- 
nomonic of any one lesion. 

To make a diagnosis we must consider pain in 
association with other findings—temperature, 
pulse, respiration, tenderness, muscle spasm, rig- 
idity, urinalysis, blood examinations, and, in cer- 
tain cases, special examinations such as roent- 
genography, fluoroscopy, and urologic examina- 
tions. I wish to give the highlights of a few 
cases to show that these associated findings are 
essential, and that, even with them at hand, the 
making of a diagnosis may be extremely difficult. 

A woman, forty-seven years old and past the meno- 
pause, consulted a surgeon for pain in the right lower 
abdominal quadrant. She had vomited at the onset 
three days previously; she sought help because the 
pain had become worse. On admission to the hos- 
pital her temperature was 100.2°, pulse 100, and leuko- 
cyte count 13,000; the urine microscopically showed 
red blood cells and pus. There was definite tenderness 
at McBurney’s point. The diagnosis of acute appen- 
dicitis and probable pyelitis was made, and appendec- 
tomy performed the same evening. Although the ap- 
pendix was thick-walled and its vessels slightly con- 
gested, it was not a satisfying cause for her symptoms. 
No inflammation was found elsewhere and nothing ab- 
normal could be felt along the right ureter or at the 
renal pelvis. About six weeks later she had another 
attack of pain in the right lower quadrant, and at that 
time had frequent urination and pyuria. The diagnosis 
then made was urinary calculus and pyelitis; she later 
passed the stone, and has been well since excepting a 


Fig. 2 (from Hinman) 


few recrudescences of the pyelitis. The presence of 
red blood cells and pus in the preoperative urine speci- 
men should have led to a preliminary roentgenogram 
and would probably have resulted in a urologic exam- 
ination and not in an appendectomy. 

A young man twenty years old was seized with gen- 
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eralized abdominal pain which later localized in the 
right lower quadrant; he broke into a sweat, but did 
not vomit. On admission to the hospital, examination 
showed right rectus rigidity and tenderness on deep pal- 
pation in the right lower quadrant. The temperature 
was 100, pulse 92, and leukocyte count 22,600; the urine 
showed red blood cells and albumin. The appendix 
was removed and pronounced a mild acute appendicitis 
by two pathologists, though it had not satisfied the 
surgeon at the time of the operation. Nineteen days 
later the patient was readmitted to the hospital com- 
plaining of severe pain in the right lower abdominal 
quadrant, with nausea and vomiting. As he had passed 
no gas with enemas and atropin, the first thought was 
of intestinal abstruction due to a post-operative kink. 
There was some tenderness at the upper end of his 
scar. The temperature was 99.4°, the pulse was 90, and 
leukocyte counts were 17,300 and 21,900; the urine 
showed only a few pus cells. However, a roent- 
genogram of the urinary tract (Fig. 4) showed a 
shadow in the course of the right ureter and urologic 
examination with double-exposure plate corroborated 
it. Two days later the leukocyte count was 9,000, pain 
had disappeared leaving very slight soreness, and the 
shadow had disappeared. The finding of red blood 
cells and albumin in the first preoperative urine should 
have led to the making of a roentgenogram of the 
urinary tract at that time; it would not have appre- 
ciably delayed any treatment and would have exhibited 
the stone shadow. 

In February, 1925, a man 33 years old came from 
a distance for operation; a diagnosis of appendicitis 
had been made by two doctors. He arrived two weeks 
after the onset of an attack of pain in the right lower 
abdomen, with nausea soon after the onset. Examina- 
tion demonstrated mild- tenderness on deep palpation at 
McBurney’s point and no tenderness of the kidney. 
After fluoroscopic study of the colon the appendix was 


removed and reported to be subacute appendicitis. Two 
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weeks later he had an attack of severe abdominal 
cramps with vomiting and diarrhea. He returned ten 
months later saying that intermittent attacks of pain 
in the right side had prevented him from working; 
nausea and vomiting had occurred with some attacks 
and hematuria once. Roentgenogram and ureterogram 


(Figs. 5 and 6) showed a calculus blocking the right 
ureter, and by pyelotomy the calculus was removed. 


He has been very well ever since. If there was enough 
doubt before the first operation to warrant fluoroscopy 
of the colon, then a preliminary flat plate of the 
urinary tract should have been made. 

A woman thirty years old was awakened at four 
A. M. by pain in the right lower quadrant and vomited. 
Pain continued, and in the afternoon she was sent to 


Fig. 5 
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Fig. 6 


us by her doctor as an acute appendicitis. There was 
slight relative rigidity of the right abdomen, but, when 
seen by us, the principal tenderness was in the right 
lumbar region. The temperature and pulse were nor- 
mal. Cystoscopy showed subacute cystitis and right 
pyelitis. Pyelogram showed right hydronephrosis, and 
the introduction of the sodium iodide exactly repro- 
duced the pain of her acute attack. Atropin com- 
pletely relieved her repeated attacks of pain. Her 
doctor reports that she was well for a long time 
afterward until she moved away and disappeared. 

A girl nineteen years old was sent to the Minne- 
apolis General Hospital for appendectomy. She had 
been seized with pain in the right side of the abdomen 
localizing in the right iower quadrant. Nausea and 
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Fig. 11 


vomiting had occurred soon after the onset, and the 
pain, tenderness and slight rigidity had persisted in 
the right lower quadrant, leading to the diagnosis of 
acute appendicitis. There had been a similar attack 
about a year previously. In the hospital, catheterized 
urine showed pus and a few red blood cells; leukocyte 
count was 5,600. These associated findings led the 
surgeon to request cystoscopy. Two right ureteral 
orifices were seen, and the urine from both contained 
pus cells. Pyelograms (Figs. 7 and 8) showed com- 
plete reduplication of the right renal pelvis and ureter 
with hydronephrosis of both parts. Two weeks later, 
when pain recurred in the right lower quadrant with 
rigidity and tenderness, 0.25 per cent silver nitrate was 
instilled into both pelves of the right kidney. Almost 
two years later she reported that she had had no 
further trouble at all. 

To show the reverse of the picture, I wish to 


mention just one case record from our Pathology 


Department files at the University. The patient 
had sought relief for abdominal pain, but the 
doctor had found blood in the urine, and had 
treated him fora week before finally sending 
him to the General Hospital as an “acute ab- 
domen.” He died on‘ ‘admission and autopsy 
showed “acute gangrenous ruptured appendicitis 
with generalized peritonitis.” The delay in this 
case was of course, very probably more disas- 
trous than an unnecessary laparotomy. So much 
for appendicitis. 


A woman 34 years old was admitted to the gyne- 
cologic service of the General Hospital as an acute 
salpingitis, her complaints being severe pain in the 


right abdomen, burning urination, and apparently 
vaginal discharge. Smears were negative, and pelvic 
examination by the visiting staff man found the uterus 





688 MINNESOTA MEDICINE 


and adnexa to be normal. A later urine specimen con- 
tained much pus, and a tender mass low in the right 
flank was felt to be the right kidney. Urologic exam- 
ination demonstrated a ptosis and infected hydrone- 
phrosis of the right kidney (Fig. 9). A recent report 
says that she is doing day work in addition to her 
housework and has gained weight, but that she still 
has frequent sideaches. 


The upper urinary tract must be remembered 
also in the diagnosis of gallbladder disease. 


A woman fifty-three years old had had many severe 
attacks of pain in the right upper abdomen, which had 
always been diagnosed as cholelithiasis by different 
physicians and surgeons. The surgeon who saw her 
in the last attack made the same diagnosis and per- 
suaded her to have an operation on her gallbladder. On 
admission to St. Mary’s Hospital her leukocyte count 
was 15,000, her fever was high, and her urine contained 
albumin and pus. Being a cautious surgeon, he had a 
preliminary roentgenogram; the shadow (Fig. 10) sug- 
gested a urinary calculus, and he asked me to examine 
the urinary tract. Some urine was seen coming from 
the right ureter, but catheters could not be passed all 
the way to the renal pelvis. The urine contained pus. 
The ureterogram (Fig. 11) showed the ureter to be 
dilated; no sodium iodide was seen above the stone 
shadow. The renal function test was practically zero 
on the right side but was normal on the left. At 
operation the kidney showed extreme diffuse pyelone- 
phritis, and the kidney and stone were removed (Fig. 
12). The woman has been very well since. 

A very stout woman sixty-five years old came to the 
General Hospital complaining of severe pain in the 
right upper quadrant with some radiation toward the 
left abdomen. She had vomited once. Examination 
showed muscle spasm of the whole right rectus muscle. 
with marked tenderness and rebound directly over the 
gall bladder region, and with slight tenderness at 
McBurney’s point. The temperature was 99.2°, the 
pulse 100, and the leukocyte count 20,000. There was 
much pus in the urine but she had been treated for 
cystitis one year previously. The present diagnosis 
was cholecystitis and cholelithiasis. However, the roent- 
genogram (Fig. 13) showed a large irregular calcifica- 
tion in the right renal region and urologic examination 
was asked. It showed renal infection and impaired 
right renal function. Pyelogram (Fig. 14) showed 
the previously discovered calcified mass to be in the 
right kidney. The diagnosis was renal calculus, with 
tuberculosis not entirely ruled out. The patient did 
not relish the prospect of an operation and left the 
hospital against advice. She still has trouble off and 
on. 

A girl twenty years old came to the General Hos- 
pital with severe cramp-like intermittent pain in the 
right upper quadrant radiating to the back between 
the shoulders and slightly to the right lumbar region. 
She had dysuria, frequency and nocturia, but they did 
not vary with the pain, and the first urinalysis showed 
only an occasional leukocyte and red blood cell. The 
provisional diagnosis was cholelithiasis or pyelitis. She 


[October, 192:| 


had had an appendectomy for “chronic appendicitis” 
five years previously during a somewhat similar attack. 
The second urinalysis found much pus in the urine. 
Urologic examination showed a pyelitis and ptosis of 
the right kidney (Fig. 15). No tubercle bacilli were 
found in the urine, but follow-up was advised. 


My next case will illustrate the reverse diffi- 
culty. 

I was asked to examine urologically a woman twenty- 
five years old. Pain in the right lower quadrant ra- 
diating to the vulva, and pus in the urine, with a past 
history of “kidney trouble on the right side two years 
ago, and seven to ten severe attacks in the past seven- 
teen months” had led to the diagnosis of probable 
right renal disease. However, the urine obtained by 
urethral catheter was clear and the urologic examina- 
tion gave normal findings, excepting a duplication of 
the renal pelvis and ureter. After further study of 
the gallbladder, laparotomy was performed. The gall- 
bladder was twice its normal length, extending into 
the right lower quadrant, and adherent to a diseased 
appendix; both were covered by adherent omentum. 
Cholecystectomy and appendectomy gave relief. 


My next case will indicate that even urologic 
examinations may not tell the whole story. 


A woman forty-eight years old was brought to St. 
Mary’s Hospital for a possible strangulated post opera- 
tive hernia. There was a tender mass in the right upper 
quadrant, apparently associated with the upper end of 
an old right rectus scar. The scar had been left after 
an appendectomy and cholecystostomy performed eight 
years previously, the gallbladder having been drained 
through the upper end of a slightly extended appendec- 
tomy wound. On admission the temperature and pulse 
were normal, the leukocyte count 12,000, and the urine 
normal. We decided that the mass was inside the ab- 
domen and probably an enlarged gallbladder with cystic 
duct stone. However, the preliminary roentgenogram 
(Fig. 16) showed no gallstones, but a large right 
kidney, and a shadow suggestive of a stone in the 
lower right ureter. Urologic study proved the presence 
of the ureteral stone quite definitely (Figs. 17 and 18). 
However, at about that time the pain ceased, the mass 
felt anteriorly receded rapidly, being evidently in front 
of the kidney, and the patient became temporarily jaun- 
diced. Cholecystectomy was performed; there was a 
subacute interstitial cholecystitis and the gallbladder 
was filled with small stones; it was adherent to the 
surrounding organs and to the upper end of the old 
abdominal scar. The patient seems quite well now. 
Perhaps we shall hear more of the “ureteral stone” 
later. It is granted that in cases such as this last one 
the making of a complete diagnosis may be difficult. 


But why are there so many inaccurate and in- 
complete diagnoses, leading to ineffectual opera- 
tions and expensive periods of futile medical 
treatment? In the first place we fail to develop 
the art of medicine to the fullest degree; the 
elicitation of the details regarding the character 
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Fig. 16 


and radiation of pain, and the details of the pres- 
ent and past history ; the systematic consideration 
of symptoms referable to the various organs ; the 
careful physical examination including rectal and 
vaginal examinations; the sorting of facts and 
diagnosis by elimination. We place too much 
dependence on pain as a symptom; pain is never 
absolutely pathognomic of any disease. In the 
second place we fail to make the most of the 
science of medicine, the methods and instruments 
of precision, examinations of the blood and urine, 
roentgenography, cystoscopy, urography. The 
value of the urologic findings is great, even as 
negative evidence. 

The errors of diagnosis by complete urologic 
methods are few, while the errors of diagnosis 
in acute abdominal disease as a whole are nu- 
merous, with correspondingly high mortality and 
morbidity. We or the family may hesitate to 
have special examinations because of the added 
expense, but we must recognize that failure to 
make a complete and accurate diagnosis may 
sentence the patient to larger expenses later for 
further hospitalization and treatment, to say 
nothing of the possibility of heavy funeral ex- 
penses. 

In cities and in large hospitals the aid of the 
roentgenologist and urologist should be freely 
asked and promptly given. As a rule, no pa- 


Fig. 17 Fig. 18 


tient should undergo an exploratory laparotomy 
until at least an attempt has been made to rule 
out lesions of the upper urinary tract. 

On the other hand, in the presence of abdom- 
inal emergencies we must remember that- pro- 
longed delay may sometimes be more dangerous 
than operation without an absolutely accurate 
diagnosis. Clinical judgment may demand an 
exploration rather than a delay to obtain a distant 
urologist, but in these days it must be possible 
in most places to obtain at least a simple roent- 
genogram of the entire urinary tract on slight 
indication and without delay. 


823 Nicollet Ave. 
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PULAR conception of the dangers involved 

. in child-bearing is reflected in current fiction. 
It Seems to be a prerequisite to a modern story 
that the hero or the heroine or both be left 
motherless from birth, the mother having “gone 
into the Valley of the Shadow” never to return. 
Whether or not this sacrifice of the mother im- 
parted the characteristics necessary for the new- 
born child to become a hero or heroine is not 
stated but there is a very general impression 
that the risks of motherhood are very great. 

Few doctors and fewer non-medical people 
ever read and digest the mortality tables pub- 
lished annually by thé United States Bureau of 
the Census nor even the figures on vital statistics 
published by their own state or city. This paper 
is submitted for the purpose of analyzing the 
risk to both mother and child in our own com- 
munity and to submit possible ways and means 
by which this very definite hazard may be re- 
duced. It is not intended as an official report. 
The figures on which this study is based were 
obtained from official sources but in certain in- 
stances it has been desirable to deviate from the 
official interpretation. 

With the great advances in medical science 
made in the last few years it should be expected 
that the dangers of motherhood would have been 
reduced in the same proportion that the danger 
from other morbid conditions has been decreased. 
That such is not the case is shown graphically 
in Figure 1, compiled from the figures of the 
State Health Department covering a period of 
thirteen years. This shows that the maternal 
death rate from strictly puerperal causes in the 
State of Minnesota has fluctuated from year to 
year but has not at any time shown a marked 
improvement nor a steady downward trend. The 
average death rate of 5.24 mothers per 1,000 
living births over a thirteen year period indicates 
that there is a very definite risk to the prospec- 
tive mother, though the occurrence of one ma- 
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ternal death for each 190 living children born is 
perhaps a too frequent happening to warrant its 
being made the basis of so much fiction. 

The fact that there has been no marked im- 
provement in maternal mortality in the past 
thirteen years in Minnesota indicates either that 
medical science has done all it can do and that 
this figure represents the irreducible minimum or 
it indicates that the medical profession is not 
giving the expectant and parturient mother the 
care that she should expect and have given her. 
Further analysis of available statistics points to 
the latter as the cause of the prevailing high mor- 
tality. 

TABLE 1 
Maternal Mortality 
State of Minnesota, 1927 

Total living births 
Total number of mothers dying in pregnancy 

or labor. 
Total number of mothers dying of puerperal 

causes 
Maternal death rate from puerperal causes per 

1,000 living births 
Causes of death: 

Sepsis—puerperal infection... 

Abortion 

Eclampsia (convulsions of pregnancy) 

Toxemia of pregnancy 

Embolism (probably sepsis) 

Pernicious vomiting of pregnancy 

Postpartum hemorrhage 

Ectopic pregnancy 

Cardiac failure 

Pneumonia and respiratory infections 

Placenta previa 

Premature separation of placenta 

Miscellaneous 





50,789 


240 






































Excluding deaths from ectopic pregnancy, abor- 
tion and non-puerperal causes— 
Total maternal deaths attributable to natural 
puerperal causes 
Maternal death rate per 1,000 living births... 


170 
3.34 





In Table 1 we see that there were 50,789 
living births recorded in the State of Minnesota 
in 1927. Of the women in the state subjected 
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to the risks of pregnancy and labor 240 died. Of 
these 240 women dying in pregnancy or labor 217 
died of causes directly attributable to pregnancy 
or labor, making a maternal death rate of 4.27 
per 1,000 living births. The other thirty-three 
women dying in pregnancy or labor died of 
causes not directly related to childbearing, such 
as: tuberculosis, pneumonia, influenza, renal and 
cardiac disease. Pregnancy and labor was, in 
these cases, a complicating factor rather than 
the exciting cause of death but undoubtedly the 
added strain of pregnancy or labor affected the 
prognosis of the pre-existing or concurrent dis- 
ease unfavorably. 

It will be noted that thirty-seven women died 
of or following abortion. These cases were 
classified as: spontaneous, self-induced, criminal- 


in estimating the actual risk of pregnancy and 
labor. The revised death rate from strictly 
puerperal causes excluding deaths from abortion 
and ectopic pregnancy then appears as 3.34 per 
1,000 living births. This figure represents a still 
rather high maternal mortality because of the 
high number of stillbirths. The error due to not 
including stillbirths is partially offset by the 
fact that multiple pregnancies are also not count- 
ed so that the probable error in accepting 3.34 as 
the maternal death rate is not great. 

In Figure 2 we see graphically the fetal and 
neonatal mortality in the State of Minnesota for 
the last eight years. The neonatal period is 


usually interpreted as the first fourteen days 
after birth, but figures were available for only 
the first week of life, hence the average mor- 


Maternal Mortality, State of Minnesota 
Per 1,000 Living Births 


Maternal deaths in this table include only those directly attributable to puerperal causes. 
Average maternal death rate per 1,000 living births over this 13 year period is 5.24. One 
woman of each 190 dies as a result of pregnancy or labor. 


Fig. 1 


ly induced and therapeutic. Of the thirty-seven 
deaths only one followed therapeutic abortion, all 
the others being spontaneous or otherwise: in- 
duced. Ten women died following ectopic preg- 
nancy. Since no figures are available showing 
the total number of abortions not resulting in 
death nor of the total number of women recov- 
ering from ectopic pregnancy under proper treat- 
ment it seems only fair to exclude these figures 


tality of 57.5 per 1,000 is lower than it should 
be for the fourteen-day neonatal period. Here 
again we see no marked improvement in~ mor- 
tality for the period included in this report. The 
principal causes of fetal and neonatal deaths are, 
in order of importance: prematurity, cerebral 
hemorrhage due to birth trauma, toxemia of the 
mother, or other accidents of pregnancy or labor. 
In 1927 there were 52,299 births recorded in 















Minnesota, of which there were 1,510 stillbirths 
and 1,411 deaths from birth up to the seventh 
day, making a total mortality of 55.8 per 1,000. 

It is impossible to evaluate these figures ob- 
tained from the state at large as to the influence 
of treatment on maternal and fetal mortality. 
A questionnaire was, therefore, sent out to nine 
of the larger hospitals in Saint Paul asking for 
similar figures. All nine hospitals responded 
with complete statistics on the number of moth- 
ers delivered, maternal deaths from puerperal 
causes, number of babies born and fetal and neo- 
natal deaths up to the time the mother was dis- 


































































charged from the hospital—on the average about 
eleven days after birth. These figures covered 
the three years 1925, 1926 and 1927. Statistics 
were also obtained from the Department of 
Health of the City of Saint Paul for the same 
three years. Table 2 is a compilation of these 
statistics. 

At this point it must be emphasized that the 
mortalities reported in this table are not hospital 
mortalities but are physicians’ mortalities. The 
hospitals reporting these figures are all registered 
under the American College of Surgeons and are 
all above question as far as hospital technic is 
concerned. The deaths reported should then be 
charged to the medical attendants. These nine 
hospitals were further divided into two classes: 
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Fetal and Neonatal Mortality, State of Minnesota 
Stillbirths and deaths up to 7 days per 1,000 births 


Average death rate for 8 years is 57.5 per 1,000 registered births 
One baby of each 17.4 births is either stillborn or dies in 7 days or less 


Fig. 2 
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six hospitals were classified as Group I because 
75 per cent or more of pregnant and parturient 
women were cared for by physicians not special- 
izing in nor limiting their practice to obstetrics ; 
three hospitals were placed in Group II because 
75 per cent or more of pregnant and parturient 
women were cared for by physicians who either 
do specialize in or limit their practice to ob- 
stetrics. 

The maternal death rate of 3.34 (Table 1) for 
the state as compared with the death rate of 3.00 
for the city would seem to indicate that the 
women of the city receive better obstetrical care 


than the women of the state as a whole. As 
pointed out previously the figures for the state 
are based on the rate per 1,000 living births, 
whereas the city figures are based on the rate 
per 1,000 women cared for, hence the fraction 
of difference in favor of the city mothers. If 
figures were available from the state as a whole 
it would be apparent that the mothers of Saint 
Paul receive on the whole no better obstetrical 
care than those in the rural districts. 

The higher maternal death rate in the nine 
hospitals (3.23) than in the city as a whole 
(3.00) would seem to indicate that home de- 
livery and care was superior to care in a well 
organized hospital. Such a conclusion would be 
absurd. The apparent discrepancy is explained 
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TABLE 2 
Maternal Mortality 
City of Saint Paul, 1925, 1926, 1927 
Total number of women delivered 
Women dying of puerperal causes excluding 
abortion and ectopic pregnancy 
Maternal death rate per 1,000 mothers. 
One mother of every 333 died of strictly puer- 
peral causes. 
Nine hospitals delivered a total number of 
women 11,112 
Nine hospitals had a total number of maternal 
deaths 36 
Hospital maternal death rate per 1,000 mothers 3.23 
Group I, six hospitals, 75 per cent or more 
labors conducted by physicians not special- 
izing in obstetrics— 
Total deliveries 
Maternal deaths 
Maternal death rate per 1,000 mothers 
Group II, three hospitals, 75 per cent or more 
labors conducted by physicians specializing in 
obstetrics— 
Total deliveries 
Maternal deaths 
Maternal death rate per 1,000 mothers 
Causes of death ascribed in the 50 cases re- 
ported to the City Health Department— 
Sepsis (puerperal infection) 
Toxemia and eclampsia 
Postpartum hemorrhage 
Accident of labor 
Cesarean section and obstructed labor 
Other accidents of pregnancy 



































by the fact that serious or complicated cases are 
cared for in the hospitals. Frequently complica- 
tions arise in attempted deliveries at home that 
would be avoided in an institution, nevertheless 
the medical attendant in the hospital is forced to 
accept the responsibility and the unfavorable out- 
come of the case is charged to his account. 

In Table 3 the statistics of fetal and neonatal 
deaths in Saint Paul are presented under the 
same classification as used in Table 2. Here it 
will be noted that the infant’s chances are great- 
ly enhanced by hospital care, the average mor- 
tality in hospitals being lower than the average 
for the entire city. The higher death rate seen 
in Group II is accounted for because one of the 
hospitals in this group is the City and County 
Hospital in which there is an inordinately high 
mortality due to the fact that less than half of 
the women receive antenatal care and complica- 
tions frequently arise that lessen the infant’s 
chances before the mother arrives at the hos- 
pital. 


TABLE 3 
Fetal and Neonatal Mortality 
City of Saint Paul, 1925, 1926, 1927 
Total births recorded City of Saint Paul 
Stillbirths 
Neonatal deaths 
Total deaths 
Fetal and neonatal death rate per 1,000 births... 
Nine hospitals, total births 
Stillbirths 
Neonatal deaths 
Total deaths. 
Fetal and neonatal death rate per 1,000 births... 57.1 
Group I, six hospitals, 75 per cent or more 
labors conducted by physicians not special- 
izing in obstetrics— 
Total births 
Stillbirths 
Neonatal deaths 
Total deaths 
Fetal and neonatal death rate per 1,000 births 51.9 
Group II, three hospitals, 75 per cent or more 
labors conducted by physicians specializing in 
obstetrics— 
Total births 
Stillbirths 
Neonatal deaths 
Total deaths 
Fetal and neonatal death rate per 1,000 births 618 


















































Can this loss of life of mothers and children 
be prevented? 

A study of Table 1 shows that sepsis (puer- 
peral infection) leads all other causes of mater- 
nal deaths in frequency, with eclampsia, toxemia 
of pregnancy, toxic vomiting of pregnancy, and 
hemorrhage from all causes following in the or- 
der named. Proper antenatal care would cer- 
tainly greatly reduce the number of cases of 
eclampsia and toxemia and proper treatment 
promptly instituted would further reduce the 
mortality in cases in which the toxic condition 
has actually occurred. By proper care at the 
time of delivery on the part of the attending 
physician sepsis could be almost eliminated ex- 
cept for a few rare cases of autoinfection. If 
the attending physician is prepared for emer- 
gencies, hemorrhage from any cause should only 
very rarely result in the death of a mother. 
There seems to be the all too prevailing idea that 
labor is always a normal process and no prepara- 
tion is made to meet any emergency until after 
the emergency has arisen, when, in the case of 
hemorrhage, it is often too late. 

From the standpoint of the welfare of the 
infant, proper antenatal care of the mother can 
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not be too greatly emphasized. Antenatal care 
is really care ‘of two patients instead of the 
mother alone. Premature birth, with its great 
danger to the infant, and death of the fetus 
before birth are frequently consequent on tox- 
emia of the mother. By treating the toxemia or 
by preventing it a large number of infants could 
be saved. Another large number of infants are 
stillborn or die in the neonatal period as a result 
of injury at birth. This birth trauma was for- 
merly ascribed to the use of obstetrical forceps 
but is now recognized as being due to too force- 
ful, too prolonged or obstructed labor more 
frequently than to the use of forceps. In fact 
judicious and skillful application of forceps to 
assist in the birth of the child will actually pre- 
vent the trauma to the child that was formerly 
charged to the forceps. 

In a report published recently Dunne* shows 
what may be done in a hospital service to reduce 
maternal and infant mortality. This report cov- 
ers 1,992 consecutive deliveries, 87 per cent of 
which were conducted by men limiting them- 
selves to obstetrics and gynecology. Nearly all 
of the patients had received skilled antenatal care. 


The 1,992 mothers were delivered with only four 
maternal deaths or a death rate of only two per 
1,000 mothers delivered. There were 2,022 chil- 


*Dunne, Gerald P.: Hospital record over a six year period. 
Minn. Med., January 1928, 43. 
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dren born, sixty-seven stillbirths, and seventeen 
neonatal deaths, making a total of eighty-four 
deaths or 41.0 per 1,000 births. In this series 
a total of 32.5 per cent of deliveries were ef- 
fected by operative intervention, forceps being 
applied in 25 per cent of all cases. The results 
of antenatal care and proper intervention are 
shown by the extremely low maternal and fetal 
mortality rates. 

The desired end-results of a pregnancy are 
a living mother, not impaired by the processes of 
pregnancy and labor, and a living, healthy child. 
Neglect of either of the two patients results in 
an obstetrical tragedy. Certainly not one women 
out of every 190 who give birth to a baby should 
be sacrificed and it is equally true that having 
gone through with a pregnancy not one mother 
out of every 17.4 should be deprived of a living 
baby. The only way of accomplishing the de- 
sired result lies in giving the expectant mother 
better care in the antenatal period and through 
better and more skillful attendance on the mother 
and baby in labor and during the neonatal 
period. 

My thanks are hereby extended to the super- 
intendents and statisticians of the hospitals of 
Saint Paul who cooperated with me in making 
this report possible, and also to the statisticians 
of the City Health and State Health Depart- 
ments who gave aid in compiling these statistics. 





ECLO TABLETS 

Eclo Tablets were found unacceptable for New and 
Non-official Remedies because it was an unoriginal 
preparation marketed under a proprietary nondescrip- 
tive name; because it was marketed with unwarranted 
claims; and because its vitamin A content was not 
sufficiently high to warrant recognition. When the 
Council’s observations were submitted to the proprie- 
tors, the Pitman-Moore Co., the firm replied that the 
sale of this product had been discontinued and that 
another product prepared by a different process was 
being marketed. The Pitman-Moore Co. has not sub- 
mitted information in regard to the new product to the 
Council and the Council has made no examination of 
it. (Jour. A. M. A., August 18, 1928, p. 515.) 


DANGERS OF LARGE DOSES OF ACETYLSALI- 
CYLIC ACID 


If large doses of acetylsalicylic acid are to be ad- 
ministered, the urine would have to be watched for 
evidence of kidney irritation, as albuminuria, hematuria 
and even actual nephritis may be produced. If albu- 
minuria is present previous to the administration, an 
increase in the nonprotein blood nitrogen and a lessen- 
ing in the phenolsulphonphthalein output must be 
guarded against. Any form of skin eruption, itching, 
or any degree of gastric irritation would call for re- 
consideration of such dosage. Also tinnitus and other 
impairment of nerve function need to be looked for. 
(Jour. A. M. A., August 4, 1928, p. 344.) 





THE PHYSICIAN AND THE SANATORIUM* 


S. A. SLtater, M.D. 


Superintendent Southwestern Minnesota Sanatorium 


W orthington, Minnesota 


S progressive physicians 1 am certain you 
A are interested in lowering the death rate 
from tuberculosis and if possible stamping out 
this disease that takes such a frightful toll of 
useful lives each year. One should feel encour- 
aged by the fact that the death rate has been cut 
in half in the last quarter century; but in spite 
of these encouraging results, we should not less- 
en our efforts, for yet there is much to accom- 
plish. The continued success along this line will 
depend on the codperation of the physician with 
other agencies at our command, which is my rea- 
son for choosing the above subject. The 
physician is the foundation upon which the fight 
is to be waged against tuberculosis; the sana- 
torium cannot do its part without the proper 
support. It is therefore important that both fill 


their place and do their duty by codperating, 


otherwise the efforts will be fruitless and results 
will not be obtained. 

It is not my purpose to discuss relations that 
have existed in the past between the sanatorium 
and the physician (for, if I did, both might come 
in for criticism) but rather to outline the part 
that may be played by each and what might be 
accomplished with the proper codperation of the 
two. Each can be a great help to the other and 
render greater service in helping to reduce the 
number of deaths from tuberculosis. These two 
agencies are the most important factors in taking 
care of the tuberculous. Each needs the other 
to render the greater service possible and for this 
reason it is of the utmost importance that their 
work be in harmony. In order to obtain the best 
results in the prevention and treatment of tuber- 
culosis it is necessary to carry on an educational 
campaign to interest the patient and the public. 
The proper care and instruction of the patient is 
highly important but hard to obtain at home or 
in places not suited for such treatment and in- 
struction. It is therefore necessary that some 
place be provided where the proper care and in- 
struction can be carried out to render the greatest 


*Read before the Southern Minnesota Medical Association, 
Austin, Minn., Sept. 30, 1927. 


service to the patient and the public. This is the 
properly conducted sanatorium and while it does 
not mean that all patients should be cared for in 
such institutions regardless of condition it will 
give the greatest benefit to the greatest number. 

It is the physician’s duty to be on the lookout 
for tuberculosis and do all in his power to dis- 
cover the disease as early as possible. This not 
only gives the patient the best chance to recover 
but also protects those with whom he associates 
from the danger of infection. It is also the duty 
of the physician to give the proper treatment or 
see that he gets it and that the members of the 
family and community are protected. This 
makes it necessary for him to be familiar with 
the disease so that he will be in a position to 
give the proper advice and treatment. If the 
patient is to be admitted to a sanatorium, he 
should be familiar with the institution and be 
able to give the patient advice and information 
regarding the institution he is recommending. 
He should not be satisfied to give advice such as 
“you need a change of climate” or “you should 
enter some sanatorium.” Be specific. A change 
of climate will not begin to play as important a 
part in the patient’s recovery as the proper treat- 
ment will in the poorest climate. In advising 
a change of climate this should be borne in mind 
and the patients should be told frankly by the 
physician that he recommends such and such a 
climate for his case (if such is necessary) but 
that it should not be depended on alone, for 
proper care is also necessary. The same is true 
about advising a sanatorium. He should be 
familiar with the methods of the institution he 
is recommending and give the patient an idea of 
what he might expect on entering it. The sana- 
torium will not benefit a patient if he is unwill- 
ing to cooperate and do his part. If he comes 
with the impression that it will be necessary to 
stay only a short time to recover, he will likely 
become discontented and indifferent to treatment 
when he knows the nature of the disease and 
how long it will take to bring about a permanent 
improvement. These are most important for the 
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physician to know and be in a position to use 
when advising what to do or where to go. Many 
patients will have to be taken care of in the home 
and for this reason it is important that the ad- 
vantages and disadvantages of home treatment 
be placed fairly and emphatically before them. 
Their codperation will have to be obtained if 
results are to be expected. 


When the patient has been sent away for 
treatment, whether only for a change of climate, 
to some resort, or to a sanatorium, the physician 
should not feel that his duties are ended, for if 
the patient improves he will no doubt return 
home and should again be under the care of his 
physician. He should not feel that he is getting 
rid of a patient when he sends him away but 
should keep in touch with the progress of his 
condition and still be in a position to render a 
service to the patient after he returns home. 
Regardless of what the apparent condition may 
be, it takes years after a patient returns to normal 
life before he should feel that he does not need 
the services of a physician, and this is the time 
when the home physician can render a most val- 
uable service and frequently prevent a future 
breakdown. This I believe should convince you 
of the important position you hold. You are the 
guiding influence from the time the diagnosis is 
made through the rest of the life of the patient. 
It is important that this be appreciated, other- 
wise the service rendered will be wasted. 

The sanatorium, like the physician, is limited 
in its possibilities when working alone and unsup- 
ported. Having the proper codperation and sup- 
port of the physicians and other useful agents, it 
can render a most valuable aid in reducing the 
death rate from tuberculosis. The properly con- 
ducted sanatorium offers the patient afflicted with 
tuberculosis the best chance to regain his health. 
[t is practically impossible to get a patient to do 
what is necessary in the home to gain permanent 
results, for as soon as his symptoms subside he 
feels that he is able to do things he shouldn’t 
and often with disastrous results. The sana- 
torium impresses upon him the necessity of doing 
certain things to recover and he finds it much 
easier living the mode of life necessary to recover 
in the sanatorium, for he is living in an environ- 
ment where everyone else is doing practically the 
same thing. This is different in the home, for 
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there those he associates with are living 
normal lives and he cannot follow them and im- 
prove. The sanatorium not only gives the pa- 
tient the best chance possible to recover but also 
impresses upon him the seriousness of his disease 
and how highly important it is that he should 
live the proper life over a long period after re- 
turning home. This is highly important, for, un- 
less the patient is impressed with the fact, he 
will not take care of himself after symptoms 
subside and will most likely have a relapse sooner 
or later. 

The sanatorium can play a far more important 
part in the campaign against tuberculosis than 
the actual care of patients within its walls. The 
institution which stops here is not rendering the 
service it should to the community. The people 
of the community should be educated regarding 
tuberculosis. Clinics should be conducted by the 
staff of the sanatorium to discover cases of tu- 
berculosis which would otherwise not consult 
physicians until they had become far advanced. 
By means of clinics the members of families of 
patients in the sanatorium and ex-sanatorium 
patients can be examined to discover the presence 
of early or suspicious cases. These can be prop- 
erly advised and this may prevent a future 
breakdown. The codperation of the family 
physician is needed in this, for many cases are 
referred from clinics to him for observation and 
guidance. This will avoid many breakdowns and 
thus prevent much suffering and great loss from 
a financial standpoint. Contrary to the opinion 
of some who may be selfishly inclined, the ac- 
tivity of a sanatorium in conducting clinics and 
trying to educate the public is not for the pur- 
pose of obtaining patients for the institution but 
rather to prevent the disease from developing to 
the point where sanatorium care may be neces- 
sary. It costs much to care for a patient in an 
institution until he recovers, and for this reason 
the sanatorium and physicians should try to 
avoid breakdowns, for every time one is pre- 
vented it saves much financially and protects 
society. The physician should not look upon the 
sanatorium as a competitor, for each can ren- 
der a service to the other. The mutual codpera- 
tion will bring results that cannot be obtained in 
any other way and will accomplish much in the 
fight against tuberculosis, thus rendering a real 
service to humanity. 
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MEDICAL HEALTH ECONOMICS* 





Rosert O. JoNES 
Associate Director of the Gorgas Memorial Institute of Chicago 


Chicago, Illinois 





R. President and Members of the House of 

Delegates: I appreciate this opportunity 

as a layman of being permitted to appear before 

this progressive group and discuss certain issues 
relating to the economics of medicine. 

I will qualify as a witness by saying that while 
I am not a physician and have not a medical 
education, yet for the last ten years I have been 
very closely identified with medical matters; two 
terms as Secretary of State of Idaho and four 
years Medical Enforcement Officer of that state, 
and later being for five years Executive Direc- 
tor for the Public Health League of Washington 
at Seattle. For the past eight months I have 
been Associate Director of the Gorgas Memorial 
Institute. 

I feel I have had experience which would jus- 
tify me in offering observations at a meeting of 
this character in relation to medical organiza- 
tion. To me it seems that a great many changes 
have come about in this country in the last thirty 
or forty years so far as the practice of medicine 
is concerned. Certainly, the family physician 
does not stand on the 100 per cent plane that 
he did thirty or forty years ago. In the old 
days his leadership, particularly along health 
lines, was unassailable. It would have been 
heresy to reach any other conclusion as to his 
standing and prestige then. 

Today we find that medicine, of course, is ren- 
dering a greater service to the people than it did 
thirty or forty years ago and is more scientific 
now than it was in that era and age. Yet a large 
part of the people in our,country are dead set 
against it! Quackery has been sweeping over 
this country from the Atlantic to the Pacific dur- 
ing the last ten or fifteen years. We find states 
are licensing men who are permitted to call them- 
selves doctors, which means that the state is un- 
derwriting this type of quackery for its own 
people. These various groups are supposed to 
be limited in practice, yet they take the liberty 
in the various communities of this state and of 





*Address before the House of Delegates of the Minnesota 
State Medical Association, Minneapolis, Minn., June 11, 1928. 


the nation of carrying on general medical prac- 
tice. 

We find that these cults with their fifty-seven 
varieties are leading in the attack on the medical 
profession with its standards and ideals. We 
find organizations are formed in the United 
States which are continually fighting medicine; 
your anti-vaccination group and the anti-vivisec- 
tion society are well organized and with their 
finances are carrying on a great campaign 
throughout the United States. 

Then we have another national organization 
called the American Medical Liberty League 
which is sponsored by the “medical haters,” well 
financed and extending its organization power 
into every community in the United States as 
far as their funds will permit. 

We know, too, as we make a survey of the 
situation that quackery always seeks the path of 
least resistance. Therefore, we have been faced 
with a continual attack at the meetings of our 
legislatures, the attempt being made to get li- 
censes for various cults, makes and kinds of 
healers, allowing them to call themselves doctors, 
and, through possibly a lack of law enforcement 
policies, of carrying on general medical practice. 

Many different types of legislative enactments 
have been proposed in various states of the 
union, all of them designed to cripple scientific 
medicine. One of these measures, which has at- 
tracted some attention in the. various states, 
would establish the “open door” policy for hos- 
pitals, making it necessary for any hospital to 
open its doors to any type of healer who desires 
to practice in it. 

We had such a measure introduced in the 
Washington Legislature last year, which pro- 
vided if a patient came into one of the hospitals 
and rang for the superintendent of that institu- 
tion and demanded that his “family” chiropractor 
be admitted, all hospital procedures and all lab- 
oratory equipment should be made available to 
this practitioner. A means, if you please, of at- 
tacking scientific medical practice, and breaking 
down hospital standardization in this country! 
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We have found there is gross indifference on 
the part of the public to many of these great 
problems of medicine. Then, as a result, we 
note that some of the political forces are inclined 
to vote against plans which are presented in the 
interest of better medical standards. 

What is the cause of this situation and what 
should we do about it? I am always reminded 
of the story of Rastus in Alabama who, half 
asleep, was fishing on the banks of the river. A 
fish came along and grabbed his hook and rushed 
down the stream dragging the darky down the 
stream and up again, then throwing him on a 
mud bank. Rastus got up, scratched his head, 
shook the mud and water off his face and said, 
“Ah wonder what am goin’ on heah? Am dis 
heah niggah fishin’ or dis heah fish a niggerin’? 

I think we might well consider, as we study 
the economics of scientific medicine, whether 
medicine is going or coming so far as these 
issues are concerned. It is my opinion and I 
speak with a good deal of diffidence, being only a 
layman, that possibly the medical profession has 
been too much of a four-wall profession. We 


have hugged too closely to our office practice. 


We have been concerned with the technical side 
of medicine and have been unconcerned, it seems 
to me to an extent at least, in those currents and 
cross currents which have been sweeping past 
our office doors. In this publicity and organiza- 
tion age we have stayed too far back on the 
sidelines while the parade has been going by. So 
it seems necessary to do something if medicine 
is to render a full and complete and one hundred 
per cent service to people; if it is to fully occupy 
its field and properly utilize its organization and 
educational powers. 

Of course, I would not recommend, even as a 
layman, any deviation from the ethics of the great 
medical profession because it has been a balance 
wheel, it seems to me, in organized medicine and 
it has worked out wonderfully so far as the 
health and lives of people are concerned. We do 
need, however, to step out as far as we can in 
an ethical way to tell the story of medicine and 
assert the leadership of the profession before the 
people of the United States. 

As medicine has changed, as you might say, 
from a prescription profession to an advice pro- 
fession, its intangibles have been increased. 
There has been a great deal said in the last few 
years about the periodic health examination. 
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Such examinations as that add to the intangibility 
of medicine, being largely in the field of pre- 
vention. When you increase the intangibility of 
this profession or of any profession, the neces- 
sity of aggressive work to establish its leadership 
and power to an extent is increased. 

In business, by ordinary estimates, you cannot 
be considered successfully operating, if on a 
sixty per cent basis. Most business organizations 
in this country, if they are operating on a sixty 
per cent of their capacity and probably losing a 
little bit as years roll on, would close down. 
When we study the question so far as scientific 
medicine is concerned, we find that probably 
forty per cent of the population of this country 
have either grown grossly indifferent to its utility 
or have become cult-shoppers. Of the other 
sixty per cent probably twenty per cent are either 
getting free medical treatment or are not paying 
their bills. Medicine in the United States I say is 
operating on a fifty or sixty per cent basis, when 
its useful, potential capacity is reckoned. 

The necessity of some campaign, some method, 
some assertion of leadership, some educational 
policy in this country to reclaim the forty per 
cent, and to energize the sixty per cent, giving 
better support to scientific medicine must be ap- 
parent to those who have given some considera- 
tion to these questions of health economics. 

Behind it all is, of course, the necessity of 
developing great policies of education in this 
country, of proceeding with medical organization 
to the mth power, doing all we can to sell and tell 
this story of scientific medicine to the American 
people. 

A good many plans have been tried by the 
various states in an effort—groping along through 
these questions of health economics—to establish 
policies which will work better to the advantage 
of the public. 

I want to call your attention, for a few 
minutes, to our experience in the State of Wash- 
ington. I refer to Washington because it was 
my opportunity to serve the medical profession 
there, during a period of five or six years. Fur- 
thermore, I call your attention to Washington 
state because, fundamentally, the Washington 
plan is somewhat similar to the one you are using 
in the state of Minnesota. 

In 1921 we found, so far as the state of 
Washington was concerned, that medicine had 
apparently been asleep in its educational and in 
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its organization plan. We found, among other 
things, if you would examine that period, that 
medicine was being opposed by labor on the basis 
of socialized medicine. We found in the 1919 
Legislature that a series of devastating bills were 
passed attacking and crippling medical standards 
and shaking the foundations of public health in 
that state. We found that the osteopaths were 
given the right to call themselves surgeons, and 
chiropractors given the right to call themselves 
doctors. We found another group not recog- 
nized in the state of Minnesota for a license, 
called the sanipractors, sometimes called naturo- 
paths, were licensed to practice in the state of 
Washington at the 1919 Session. 

During the wave of quackery which swept 
over the Legislature in 1919, the Legislature pro- 
vided that any other group, any other system 
of cultism, any other unit of people coming out 
of a blacksmith shop, or elsewhere, having fifty 
members, could be admitted to practice medicine 
in the:state of Washington without the formality 
of appearing before the Legislature for legisla- 
tive endorsement! I call this to your attention 


to show how far quackery had gone in that par- 


ticular state in the absence of educational or- 
ganization on the part of the medical profession. 

We found in 1921 that the pharmacists and 
doctors were fighting it out on the question of 
bootlegging of remedies for venereal disease. In 
other words, pharmacy, which should be an ally to 
medicine, was opposed on the issue of the treat- 
ment of this type of disease. As far as the den- 
tists were concerned, we found them indifferent to 
medicine and not sufficiently interested in any of 
these plans relating to the standardization of med- 
ical practice. So, medicine in Washington state a 
few years ago stood absolutely alone, harassed 
by enemies on all sides and terribly discouraged 
by the gross indifference of the people of Wash- 
ington as to its problems. 

That is a bird’s-eye view of the quackery load 
in one state and it is representative of the con- 
ditions in many states of the Union. Some of 
the leading physicians under the auspices of the 
Washington State Medical Association, as a re- 
sult of this sad affair, met in a conference in 
Seattle and established the Public Health League 
of Washington. They said, “We are going about 
this task of organization; we are going to spend 
our money where money can be properly spent; 
we are going to carry on a high grade educational 
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plan; we are going to use the weapons of pub- 
licity where we can in an effort to restore med- 
icine in Washington to the full confidence and 
respect of the people.” 

They organized the Public Health League of 
Washington, which I think is in a way com- 
parable to the Public Relations Committee of 
the Minnesota State Medical Association. They 
provided funds of about $15,000 a year and said 
it was their purpose to spend this for educational 
policies. The League provided machinery where- 
by they could bring in the dentists, pharmacists, 
and nurses, and could accommodate themselves 
to public support in the State of Washington. 
In other words, through the operation and estab- 
lishment of the Public Health League of Wash- 
ington they recognized that the public must play 
an important part in so far as medical policies 
are concerned ; that the public must assume some 
responsibility in these protecting policies which 
relate to medical standards. 

They had the various groups at a very impor- 
tant conference held in Seattle. They called in 
the pharmacists who had been opposing medicine. 
They will always at least be indifferent unless 
you have some machinery or some means of 
comradeship and co-operation between that group 
and medicine. They called in the dentists, phar- 
macists, nurses, and representative laymen and 
had an epoch-making conference. 

They established there as a means of co-opera- 
tion and comradeship a unity of purpose. So far 
as medicine is concerned, as well as pharmacy, 
dentistry, nursing and the laity as well, out of 
that organization of co-operation and comrade- 
ship came a new’health era in Washington. 

They went about this task of organizing, 
politically. Up to that time they had always 
laughed at the proposition that any physician 
should have anything to do with political machin- 
ery or political organizations, but they decided 
in Washington state that they were no longer 
going to be “too proud to fight.” It was not a 
question of more politics in health, rather one of 
more health in politics. They decided it was im- 
portant that they organize along political lines 
too, in order that they might properly protect 
medical standards and thereby give added pro- 
tection to the lives of the people. 

They went about this task of organization and 
began to organize against the so-called “medical 
haters.” Every state in the union has legislators, 
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sometimes referred to as “medical haters,” who 
are absolutely opposed to scientific medicine 
where health issues are concerned. Such an 
anti-health group is more dangerous to your 
state, more dangerous to the people of Minne- 
sota, than any great epidemic that may sweep 
within your borders! 

They went about the task of fighting these 
medical bandits, eliminating them as far as pos- 
sible from the councils of legislative machinery in 
an effort to protect the standards of scientific 
medicine and the health and lives of the people. 

It is a peculiar thing that, as you study med- 
icine in its legislative aspects, you find anti- 
medical members of the legislature in the House 
and Senate from districts where medical organ- 
ization is at low ebb: in other words, from a 
district or county where medicine is not thor- 
oughly organized, where medical unity is below 
par, and progressive educational policies are not 
in evidence. I want to tell you, you are going 
to reap the harvest by having men in the legis- 
lature from such a county who are always op- 
posed to medical policies. 

We had such a district in the state of Wash- 
ington. We had one of the largest cities of our 
state, a city of about 30,000 or 40,000 people, in 
which it seemed impossible to get co-operation 
between the different elements of medicine in that 
community. We found that the doctors over 
there were divided by streets and alleys and 
blocks and buildings and religion and politics and 
in various other ways. We found, too, as a re- 
sult, that out of the four men sent to the legis- 
lature, three were voting consistently against 
scientific medicine. 

Probably the climax of that situation came 
when we were trying to pass, as we did pass, 
the Basic Science Bill, when one of the legislators 
arose during the discussion of the Bill and re- 
ferred to the medical practitioners as “nothing 
but dirty cowards.” It shows how far some of 
your politicians may go if you are not willing to 
use the power of organization in connection with 
health problems. 

Well, these doctors got together and had a won- 
derful dinner meeting, and called each other Jim, 
John and George. They sent something like 
2,500 postal cards to patients and said, “Here 
in this campaign is an issue of public health and 
this man is opposed to health. It is your duty as 
a good citizen to vote against him.” They went 
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about the task of educating their patients as to 
the importance of beating this particular man 
because he was opposed to scientific medicine. 
They used their cars, used their telephones, 
talked to their patients, and they changed this 
man’s usual heavy majority to a 1,500 defeat 
and drove him out of the politics of the state of 
Washington ! 

I want to tell you there is nothing in the world 
can stop or check organized medicine as it moves 
along the right track where the public interest is, 
and is willing to harmoniously press its tremen- 
dous power for the public good in connection 
with legislative standards or economic health 
policies. 

Then they organized a great campaign of pub- 
licity in Washington. They reached the press 
through issuance of various health articles. They 
reached the radio stations and organized among 
other things a speakers’ bureau which is now 
functioning and which includes 225 doctors, 
something like twenty-five dentists and members 
of the staffs of various colleges. There is a 
health army in that state of 250 representative 
men and women who go about the highways and 
byways, you might say, telling the story of 
scientific medicine to the people of Washington. 

What has been the result of such an organized 
campaign in that particular state? In the first 
place, the Public Health League of Washington 
has never met but one defeat and that defeat it 
took to the people of the state of Washington 
for referendum. They threw it out by a ma- 
jority of sixty thousand votes. That is one of 
the things that organization can accomplish! 

Something like twenty proposals to cripple 
scientific medicine have been presented since the 
organization of this league, all of which have 
been defeated. They passed their Basic Science 
Bill, and I want to say we got our inspiration 
from the state of Minnesota so far as Basic 
Science was concerned. The bill presented to 
your legislature in 1924 was the plan we used in 
Washington state as a means of Basic Science 
legislation there. That bill, which is one of the 
most drastic of its kind in the United States, was 
passed through the legislature by a vote of ap- 
proximately four to one and is operating success- 
fully. 

I compliment Minnesota on the fact that you 
have a Basic Science law. There may be some 
states that do not need it. ‘I think Minnesota 
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does and I think probably seventy-five per cent 
of our states do require such a piece of legisla- 
tion, which means the building of a wall around 
a state against quackery. Whenever you can 
keep your Basic law operative, keep your wall 
standing around the state against quackery, get 
proper, adequate, and useful enforcement ma- 
chinery to keep cult-licentiates in the groove in 
which they are intended to work, many of the 
problems in medicine will be solved. 

I want also to compliment the state of Minne- 
sota on the apparent medical progress that has 
been made and the way you have gone about this 
serious task of organization; the way you are 
meeting your responsibilities as far as educa- 
tional processes are concerned, and the way you 
are accommodating yourselves to the forces of 
public opinion here. Your dues, I understand, 
are set at $15. I do not believe, and I speak 
with due respect, that those dues are too high. 
The whole tendency throughout the country now 
is to raise dues even beyond that figure. 

In the state of Washington, the dues of the 
Public Health League are, plus the general dues 
of the State Association, about $31. In the state 
of Oregon the dues are $20; in the state of 
Idaho $50, and $60 if paid in installments. 

Let’s not decide that there is any necessity for 
reducing dues, because your organization does re- 
quire a certain amount of money if you are to 
keep it from a simple postage stamp basis. It 
takes money to carry on the battle of an organ- 
ization; it takes money to carry on these great 
processes of education and to reach the public, 
and to protect it against quack legislation and un- 
sound practice. I hope there will be no disposi- 
tion at any time on the part of this Association 
or any association in this country to reduce its 
dues. 

I compliment this state Association on the con- 
tact it has with the Minnesota Public Health Asso- 
ciation. You have a wonderful publication in the 
Northwestern Health Journal, which has some 
40,000 subscribers. That represents a fine op- 
portunity, it seems to me, of continually selling 
scientific medicine to the people of Minnesota. 
It is a wonderful magazine and has great oppor- 
tunities, and in my judgment is one of the two 
outstanding health magazines in the United 
States. It is deserving of support and by your 
connection between the Minnesota Public Health 
Association and the Minnesota Medical Associa- 


tion, you have a fine opportunity of co-operating 
with and meeting and accommodating yourself 
to the forces of public opinion in this state. 

The program, I would say, in the state of Min- 
nesota as in most of the States, must include a 
larger opportunity of organization, must include 
the utilization of added avenues of publicity, 
must include every effort on the platform and 
through the press and the radio to carry on the 
great work which you have already started in an 
effort to give proper education to the public on 
these questions of health. 

Every day in this state 40,000 men and women 
pass through medical offices, seeking medical 
treatment it is true, but seeking and groping for 
leadership, wanting information about these 
issues, desirous of having that information that 
they may work with medicine in its great life- 
saving campaign. 

I want to speak to you now in reference to the 
Gorgas Memorial Institute. It is a great national 
health organization, so constituted and planned. 
that it fits admirably in any policy of stressing 
scientific medicine through effective projects of 
health education. Through its contact with hun- 
dreds of daily newspapers, reaching every state 
in the nation, it speaks every week to some 20,- 
000,000 people. Its radio releases add to this 
number. These health articles are written by 
ethical doctors, edited in the office, put in lay 
English, where necessary, and they are being well 
received everywhere they appear. 


As an added means of health education, the 
Memorial has recently established a very unique 
system, called the “Caravan Plan,” whereby it 
sends a group of interesting speakers to various 
communities to appear before luncheon clubs, 
schools and colleges, women’s organizations and 
groups of this character. The training, educa- 
tion, ideals and scientific attainments of the med- 
ical profession are always emphasized and stress 
is given to the periodic health examination by 
the family doctor. 

The most outstanding plank in the Gorgas plat- 
form is the periodic examination, and it proposes 
to conduct a comprehensive campaign, through 
the press, radio and on the platform, as well as 
through national poster service, to create added 
interest in this health plan. 

In addition to our educational campaign, re- 
search work is made possible through the pas- 





702 MINNESOTA MEDICINE 


sage of a bill at the last Congress appropriating 
$50,000 annually for the maintenance of a 
Gorgas Memorial Laboratory in Panama. This 
bill passed through both houses of Congress with 
unanimous votes, and then was promptly signed 
by President Calvin Coolidge. By special act of 
the appropriation committees, the initial appro- 
priation was made available to the Memorial on 
July first of this year. It is expected that some 
20 South and Central American countries will 
join in this activity, making an international 
project with the elimination of disease as the ob- 
jective. 

Certainly from the standpoint of a nation- 
wide campaign of health education, with the ro- 
mantic and utility story of scientific medicine in 
the foreground, does the Gorgas Memorial de- 
serve the earnest support of the medical prac- 
titioners of this country. The laboratory in Pan- 
ama, too, is one that should arouse the interest 
of all medical organizations. 

It must not be forgotten, however, that this 
memorial is a tribute to Dr. William Crawford 
Gorgas. He took the scientific facts Dr. Walter 


Reed and his associates established, that yellow 


fever was transmitted by mosquitoes, and made 
Havana the cleanest spot under tropical skies. 


[October, 1928} 


Then he was sent to Panama, where his startling 
effort in the field of preventive medicine was the 
principal factor in the building of our great 
canal. Later he was given recognition by the 
medical profession of his country by being 
elected to the high office of president of the 
American Medical Association. After that, came 
the World War with its added laurels for Gorgas. 
As the head of the medical corps, and as such 
the trustee of the health of our millions of soldier 
boys, he achieved remarkable results in the mor- 
bidity rates for the war period; in fact, the 
soldier morbidity rates were lower than those of 
our civil population. 

William Crawford Gorgas fought to the end. 
In seeking out other hidden nests of yellow fever 
beyond the seas he died on foreign soil. He died 
with a smile on his lips. His task had been 
well done. He was a great physician, a great 
member of the medical profession, and he was 
indeed a great American whose fame and deeds 
have circled the globe. 

Is it not fitting that we should ask the earnest 
aid and interest of the medical profession in this 
tremendous project of health education, which 
serves as a mighty monument to one who served 
us and all mankind? 





EU-MED NOT ACCEPTABLE FOR N. N. R. 


The Council on Pharmacy and Chemistry reports 
that Eu-Med is a preparation manufactured by Dr. Tell 
& Co., Berlin, Germany, and distributed in the United 
States by The Oralee Co., Cleveland, Ohio The prep- 
aration is marketed in the form of tablets which are 
claimed to contain 0.05 Gm. of caffeine and 0.15 Gm. 
each of acetphenetidin, antipyrine and amidopyrine. The 
advertising advocates the promiscuous use of the tab- 
lets for a large number of conditions. This indis- 
criminate use is encouraged by such statements in the 
advertising as: “. Eu-Med is an absolutely harm- 
less remedy which can be used without any fear by 
every physician and may be prescribed together with 
any other medicine.” A circular intended for dentists 


states: “This remedy has proven successful in all 
cases. Nervous pains, for instance, trigeminus neuralgia, 
headache of every description, toothache, woundache, 
after the end of a local anesthesia, are eliminated with 
‘Eu-Med’.” In the advertising it is stated that the 
name Eu-Med is short and therefore easy to remember 
and that it means “good medicine.” Each tablet has the 
name “Eu-Med” stamped on it. This, with its sugges- 
tive name, invites its promiscuous use by the public. 
The Council found Eu-Med unacceptable for New and 
Non-official Remedies because it is a complex, irra- 
tional mixture marketed with unwarranted therapeutic 
claims under a nondescriptive therapeutically suggestive 
name and in a way to invite its indiscriminate and ill 


advised use by the laity. (Jour. A. M. A., August 11, 
1928, p. 397.) 
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DUCO POISONING 
REPORT OF CASE 


Ciype A. UnpIneE, M.D. 
Minneapolis 


Duco is the trade name for a type of varnish of a 
resistant nature. Its introduction during the last two 
years has revolutionized the varnish and paint industry. 
It consists of nitrated cellulose in solution. I have 
read that there are no reports of a possible health 
hazard, and this is the reason for reporting this case. 

Owing to its recent introduction and the lack of 
information in medical literature and elsewhere, a letter 
was addressed to Dr. A. K. Smith, medical director of 
the Dupont de Nemours & Co. He replied: 

“Duco consists largely of the acetates of amyl, butyl, 
and ethyl, with the diluents denatured alcohol, toluene, 
butyl alcohol, amyl alcohol. As regards the health 
features, Duco is not so different from pyroxylin lac- 
quers that have been in use for years. Many million 
gallons of such lacquers have been used without any 
deleterious effects. The use of benzine and allyl alco- 
hol has purposely been avoided on account of the 
dangerous effect on the human economy. The only 
instruction necessary in the application of Duco or any 
similar lacquer is that the operation be carried on in 
a well ventilated place.” 

A young man thirty years of age who worked in an 
automobile refinishing place of business where much 
Duco was used, became very ill and began to expec- 
torate bloody, frothy sputum. He became very nau- 
seated, very weak, ran a temperature of from 100 to 102. 
He was placed in the hospital; ice packs were used 
over his chest; he still continued to have bloody sputum 
in large amounts for a number of days. His tempera- 
ture remained the same for practically two and a half 
weeks; after that his fever went down gradually until 
it became normal within a period of several weeks. 
After the first two weeks’ rest his cough ceased and he 
did not raise any more bloody sputum. The sputum at 
first was of large amount and looked like that of an 
advanced case of pulmonary tuberculosis. While in the 
hospital he gained in weight, and was able to leave 
in good shape at the end of five weeks. Numerous 
x-rays were taken while in the hospital and since dis- 
missal, over two years ago, no signs of tuberculosis 
have been found. ; 

This man had worked in the auto refinishing depart- 
ment for two years and said that he had noticed that 
the gas, as he called it “that banana odor,” was getting 
the best of him. Upon investigation of the place where 
he was working, I found that the place was very poorly 
ventilated, had no roof ventilators, and only one win- 
dow at one end of the building. On reporting this case 
to the Industrial Commission, the company who em- 


ployed this man immediately put in ceiling ventilators 
and ventilators at both ends and also on the sides of 
the building, so that plenty of ventilation was effected. 
I advised the man not to go back to this kind of work. 
The patient is now well. 





GALL-STONE ILEUS 
REPORT OF UNUSUAL CASE 


O. A. Orson, M.D. 
Minneapolis 

This patient over eighty years of age had been ad- 
mitted to the Minneapolis General Hospital on Febru- 
ary 7, 1926, suffering with an acute bronchitis. She had 
never had an operation. Upon recovery from bronchitis 
she was transferred to the home for the chronics. 

She got along very well until July 22, 1926, when she 
began to vomit. This continued with increasing severity 
until July 26, 1926, when emesis became fecal in char- 
acter and projectile. Diagnosis of intestinal obstruc- 
tion was made, and she was transferred to the General 
Hospital. 

She was admitted to my service on February 26, 1927. 
Her abdomen was enormously distended, she was de- 
hydrated, vomited fecal matter, and complained of 
severe abdominal pain. On account of her age, physi- 
cal condition, and the late stage of the disease she was 
an extremely poor surgical risk but as an operation was 
her only hope of recovery we felt that she was entitled 
to it, and she was operated upon at once. 

Through a right rectus incision the abdomen was ex- 
plored. The obstruction was found in the ileum about 
two feet from the ileocecal valve. Four large masses, 
each about 3 cm. in diameter, were found impacted 
within the ileum. They were cube shaped masses lo- 
cated about 2 inches apart and were first thought to be 
fecoliths. They were removed through an incision in 
the ileum and the abdomen was closed in the usual 
manner, 

The patient died the following day and at autopsy an 
old cholecysto-duodenal fistula was found, connecting 
the gallbladder with the duodenum. The masses re- 
moved at the operation were sent to pathologist for ex- 
amination and were found to be gallstones. The pa- 
tient also had a large number of small stones within the 
gallbladder. 

CONCLUSION 


This case is reported because of the unusual type of 
obstruction which is explained by the cholecysto-duo- 
denal fistula. This fistula apparently occurred years 
before. The gall stones within the ileum must have 
sloughed through the gallbladder into the duodenum, 
causing the fistula. Presumably these stones were 
within the bowels for years and finally produced ob- 
struction. 
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President’s Letter 

7 Millbank Foundation has spent $500,000 in the last five years 4 

carrying on a health demonstration in Cattaraugus County, New 
York. The Cattaraugus County Medical Society is sending all over the 
country pamphlets giving their opinion of the work. They conclude 
that, “The demonstration has demonstrated that whenever lay bodies at- : 
tempt to interfere and guide health work the result is inefficiency and r 
chaos.” 


When the demonstration was started it was proposed to build a 
county health unit after the plan so successfully operated by Dr. S. M. 
Welch in Alabama, with one exception, and that was the substitution of 
lay control. “In Alabama the State Medical Association is the State 
soard of Health. The County Boards of Health are composed of five 
doctors elected by the County Medical Societies,” and by this plan, ac- 
cording to Dr. Welch, “friction is avoided and the work i: not misdirected 
by well-intentioned but untrained people.” 


¥ i 


“The county health unit in the Millbank demonstration was composed 
of four laymen and one physician selected by the demonstrators. This 
has led to total lack of consideration for the feelings or opinions of the 
practising physicians and constant irritation has finally led to open op- 
position.” In the opinion of the doctors the total result of the work has 
been the cataloging of the anatomical defects of the population without 
anv intelligent understanding of community health problems. The di- 
rector of the demonstration, however, is going ahead to spend another 


$500,000 in the next five years, with no attempt to modify the plan. 


There is a lot to be learned from this controversy. The message to 
the profession of the country from the Cattaraugus County Medical 
Society is better organization of the practising physicians, and properly 
trained medical supervision of public health activities. 
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Tularemia 

With the coming of fall and the hunting season 
for wild rabbits, tularemia will again appear and 
become a public menace, not only because of its 
mortality but because its victims are so long in- 
capacitated. This is the first truly American 
disease. The discovery of the causative agent, 
the source of infection, and modes of transmis- 
sion as well as its symptomatology and pathology 
are all the result of investigation of American 
workers and it occurs only in America except for 
the possibility of a few cases in Japan. The or- 
ganism was first discovered by McCoy and Cha- 
pin? in 1911 in the ground squirrels of Tulare 





1McCoy and Chapin: A _ plague-like 


disease of 
Pub. Health Rep., 43 U. S. P. H. S. 53, 


1gil. 


rodents. _ 


County in California and was therefore named 
Bacteria tularense. In 1919, Francis? found that 
the same organism was the cause of “deer fly fe- 
ver” in man, so he gave the disease the name of 
tularemia and in 1928 he was awarded the gold 
medal of the American Medical Association for 
outstanding original work. Since 1919 tularemia 
has been more and more generally recognized 
until 614 cases have now been reported in forty- 
two states and the District of Columbia. How- 
ever, in all probability, these cases represent a 
very small part of the actual incidence of the 
disease. During the past year, Simpson* of Day- 
ton, Ohio, after recognizing a fatal case on his 
autopsy table, found forty-eight other cases in 
four months and of these twenty-four occurred 
in the month of November, 1927. Then by means 
of agglutination tests he located twenty-five 
more cases occurring from 1908 to 1927, making 
at total of seventy-four cases, more than have 
been reported from any one other state. From 
this, one is forced to believe that increased in- 
terest would bring to light many more overlooked 
cases. 

Tularemia is infectious but not contagious and 
may be spread by bites of blood-sucking insects 
such as the tick. These insects are rare east of 
the Rocky Mountains and in this state it is prob- 
ably always caused by handling wild rabbits, 1 
per cent of which are usually affected and many 
more during epidemics. The disease has four 
different clinical manifestations, ulcero-glandu- 
lar, oculo-glandular, glandular and the so-called 
“typhoid” type, all with an incubation period of 
two to five days. The ulcero-glandular type is, 
by far, the most common. The onset is sudden, 
with an ulcer at the point of inoculation, usually 
an abrasion of the skin, with enlarged, tender, 
painful regional lymph nodes and a high fever 
of the irregular or septic type. Prostration is 
marked and the high fever, which lasts about a 
month, is followed by a slow convalescence of 
one to two months and the usual health is not 


regained for about a year. Excision of the ulcer 





2Francis: Deer fly fever. Pub. Health Rep., 34 U. S. P. 
H. S. 2061, 1919. 

3Simpson: Tularemia in Dayton, Ohio. Ann. Int. Med. 
1:1007, 1928. 
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does not hasten healing; the lymph nodes may 
not suppurate at any stage of the disease or they 
may remain hard and tender for months. The 
oculo-glandular type is rare but is similar to the 
ulcero-glandular except for the fact that the 
initial lesion is a severe conjunctivitis. The 
glandular type shows no initial lesion and experi- 
mentation has shown that the organism can pass 
through the unbroken skin and cause the disease. 
The typhoid type is accompanied by fever only 
and is the form most frequently seen in labora- 
tory workers among whom there have been more 
victims than in any other one disease. All of 
the different types are easily and accurately di- 
agnosed by the agglutinins in the patient’s serum. 
Agglutination usually appears some time in the 
second week, increases in titer sharply in the 
third week, reaches its maximum in the seventh 
week, and then gradually decreases until the end 
of the year, when it averages 1:36, where it re- 
mains for at least twenty years, presumably for 
life. 

The mortality, while not alarmingly high, can- 
not be ignored. Of the total cases reported, there 
were twenty-three deaths, a mortality of 3.7 per 
cent. Simpson reported seven deaths, making a 
mortality of 9.4 per cent. In Minnesota prior to 
September 1, 1928, there have been reported 
twelve cases of tularemia with two deaths, bring- 
ing our mortality to 16.6 per cent. It seems rea- 
sonable to believe that many unrecognized or 
fulminating cases die without being reported, so 
that the mortality may be really much greater 
than has, as yet, been determined. 

The disease may be first suspected by a care- 
ful history disclosing contact with a rabbit and 
a definite diagnosis can be made by sending a 
specimen of the serum to the State Board of 
Health Laboratories on the University Campus, 
where it will be examined without any charge. 
Since the treatment is entirely symptomatic, the 
only hope of combating the disease lies in 
prophylaxis. The disease could be entirely 
stamped out by changing the game laws and 
allowing wild rabbits to be killed off (tame rab- 
bits do not have the disease), or by forcing every 
person handling rabbits for any purpose, what- 
soever, to wear rubber gloves, and it could be 
prevented to a certain degree by holding all killed 
wild rabbits in cold storage for a month before 
placing them on the market and by cooking all 
rabbit meat thoroughly to the bone. But most of 
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all, sufficient publicity concerning the disease 
must be given to the public to convince it of the 
severity, as well as the need of prevention, of 
tularemia. And such publicity must come, of 
course, from the medical profession and the Pub- 
lic Health Service of this country. 

MarGARET Warwick, M.D. 





The Need of Regional Medical Conferences 


The recent annual meeting of the Northern 
Minnesota Medical Association* brought out a 
registration of one hundred and twenty-one doc- 
tors. Many came with their families. Local 
arrangements were of the highest order and the 
preparations well nigh ideal. Dr. Patterson and 
his staff at the State Hospital provided an after- 
noon of unusual scientific interest. The idea of 
bringing such a large group of practitioners di- 
rectly into one of our largest State institutions 
for the mentally diseased, for the purpose of 
showing them how such patients are handled, 
was as enlightening as it was novel. The variety 
of cases and the striking examples of many clini- 
cal entities shown brought home to many doctors 
an understanding of a diseased state in which 
they will certainly have a greater interest on ac- 
count of this experience. More such contact 
with other correctional, curative and custodial in- 
stitutions should be made. Our profession would 
thus come to lose a certain sense of aloofness; 
an abandoning of the assumption that certain 
medical problems are disposed of by covering 
them up in conventional institutions; correcting 
the idea that doctors outside and in institutions 
have very little in common. It was shown that 
the problems that these men are dealing with are 
in truth only the flagrant outcroppings of physi- 
cal or unsocial inadequacy which renders their 
patients quite unfit for self-support or orderly 
community life. Let us hope for more such in- 
tramural institutional clinics—not to mention 
more such splendid banquets as Dr. Patterson 
served to us. 

As usual the echo or suggestion passed around 
that we have too many medical societies and 
meetings. No one seemed to intimate that we 
have too many golf courses. Certainly no bet- 
ter means has ever been devised for trying out 
various famous links than the autumnal visitant 
commonly known as hay-fever. In any case for 
those who cannot qualify for sojournment away 


*Meeting held Aug. 20-21, 1928, at Fergus Falls, Minn. 
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from home under the urge of a dripping nose or 
glaring eyes, there remains an equally effective 
agency—the compulsory attendance at medical 
meetings ? 

The meeting brought together a great many 
general practitioners from northern and north- 
western Minnesota; men, who might not ordi- 
narily go to larger meetings such as that of our 
State Association. The balanced program gave 
to them a scope of papers covering much more 
than their local societies could well arrange for 
in a series of years. It is stated that medical 
science has made greater advances in its general 
application in the last thirty years than in all 
previous time. How is the average man going 
to keep up with this progress without attending 
many conferences and clinics whenever possible? 

St. Luke’s Hospital at Fergus Falls (recently 
opened), the regional medical society and the 
various committees arranging for this meeting 
deserve the highest commendation. 

z. 1. F. 





Ancker Hospital for All 
The recent action of the Ramsey County Board 


of Control increasing the personnel of the social 
service department of the Ancker hospital in 
order to more effectively exclude patients able 
to pay for medical care was the subject of edi- 
torial comment in the Pioneer Press under the 
title ““Ancker Hospital for All.” The article ad- 
vocates a “pay according to ability” plan and 
states that “not for a moment should Ancker 
hospital be closed directly or indirectly to any 
resident of Ramsey county.” 

Ever since the institution of the hospital the 
vast majority of its patients have been treated 
free. The number of pay patients (those who 
pay both hospital and attending physician) has 
been restricted to a minimum because of lack of 
hospital facilities. A policy of admitting patients 
able to pay something for hospital accommoda- 
tions but not the staff physician has been opposed 
by the local profession inasmuch as services of 
the hospital staff are rendered gratis and such 
a policy simply increases the charity services of 
the profession. At the Minneapolis General hos- 
pital such a policy has been in vogue in spite of 
Opposition on the part of Minneapolis physicians, 
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with the result that almost no one is refused 
the free services of the medical staff. 

The problem of the high cost of medical care is 
a serious one. The wealthy and very poor have 
no cause for complaint, but to the majority of 
the population, who belong to neither of these 
classes and who form the bulk of the clientele 
of private practitioners, the high cost is a burden. 
Hospital maintenance has come to be such an 
expensive proposition that most private institu- 
tions depend on private subscription in one form 
or another. Few patients in private institutions 
pay the full cost of their hospital care. Whether 
the difference in cost is made up by private 
donations or taxes is of little moment as far as 
the individual patient is concerned. The need 
for the strictest economy on the part of hospital 
management is only too evident. 

We presume that a proposal that patients able 
to pay something be admitted to the Ancker hos- 
pital and pay the attending physician and not the 
hospital would meet with opposition. This would 
seem much more reasonable, however, than that 
such patients should pay the hospital and not the 
physician. It would be fairer that the whole 
community should bear the burden through tax- 
ation rather than the doctors alone. 

Any plan which would increase the already 
large percentages of the population receiving free 
service from the profession would be an imposi- 
tion on a profession which has always been will- 
ing to give its service gratis to the needy. 





CONVALESCENT SERUM IN EPIDEMIC 
POLIOMYELITIS 


The main indication for treatment in this disease 
is the prevention of paralysis, which is due to the ac- 
tion of the poliomyelitic virus on the nerve cells that 
preside over movement and nutrition of voluntary 
muscles. Fortunately there is a period in the evolu- 
tion of the attack of poliomyelitis during which it may 
be possible to neutralize the virus before it can ¢ - 
velop its maximum destructive effects on the motor 
nerve cells. There seems to be no question that poli- 
omyelitis can be recognized in this stage. The results 
obtained from intraspinal and intravenous injections of 
convalescent serum are encouraging. Theoretical con- 
siderations and the results of careful observation ap- 
pear to justify fully the further trial of convalescent 
serum in preparalytic poliomyelitis. (Jour. A. M. A., 
August 11, 1928, p. 398.) 
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The Public Relations of the County Medical Society 
[The Committee suggests that you read Mr. Jones’ article on page 697. | 


The following paragraphs are excerpts from a speech given by Dr. Arthur W. Rogers, Ocon- 
omowoc, before the Secretaries Conference in Milwaukee, January, 1928. 


“We realize that we are inclined to keep within our shell. It is only necessary to know the origin and the 
history of the medical profession to appreciate the reason for this, that we have always been ultraconservative. 
But, as I look upon it, the trouble is this: While commercial and industrial organizations and many individ- 
uals are readjusting themselves and their manner of doing business to the times, we have up to date failed to 
do that. We are trying to conduct the practice of medicine just the same as we did when the country had 
about 50,000,000 instead of 125,000,000 people. That day is past. 

“The foremost function of the medical society is, of course, scientific, but when it comes to organization, 
there must be a well organized society, and in these times there must always be a business end to it. We have 
to meet changing conditions. It is just as important that we have business organizations—commercial organi- 
zations—as it is to have scientific organizations. It has been charged, at times, that the medical profession was 
inclined to say “hands off” to any study of its economic and social activities. We are, and must remain, part- 
ners in efforts of progress and must be willing to so organize our work that it will continue to be the greatest 
example of public service that the community can see. 


SERVICE CLUBS 
“A very valuable approach to the public is through the Service Clubs. There are, of course, many of these; 
we know especially well the Rotary, Kiwanis, Lions, Business Men’s Clubs, Parent Teachers Associations, and 
the Associations of Commerce. These organizations want talks on periodic medical examinations; they want 
talks on similar lines of medical interest. Why cannot the County Medical Society through the Local Pub- 
licity Committee, delegate or designate some member to appear before these different clubs occasionally or at 
specific intervals, and give an up to date address on a subject which would be of interest to the public? 


THE COUNTY NURSE 


“The county nurse is rarely seen at the meetings of the County Medical Society. She is cussed many times 
at these meetings, however. Does this seem fair? There is no question but that the county nurse is often 
ill-advised in her activities. There is no question, on the other hand, but that the county nurse is a very valuable 
adjunct to the medical profession. The question is raised: Why should not the county nurse appear at the 
meetings of the County Medical Society, occasionally, or a committee be appointed to assist her in solving the 
health problems. She certainly is an individual to confer with. She is the one who, in her wanderings, can 
teach the public many things that we want taught, and yet we are not in a position to reach the public in that way. 
The county nurse can teach the people the necessity of prophylaxis against diphtheria and scarlet fever, and can 
direct a great many patients along these lines that need care and attention. 


LAY SPEAKERS 


“The wisdom of having lay speakers on our programs occasionally has been advocated. One of the socie- 
ties of New York has even taken laymen as members of their organization. The advisability of this is question- 
able. But by bringing in speakers to talk to us on subjects other than medical ones, inviting laymen to our 
meetings and even going to the extent of throwing one or two meetings a year open to the public at large, is 
simply another way of reaching the public.” 





REPORTS AND ANNOUNCEMENTS OF SOCIETIES 


REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


SOUTHERN MINNESOTA MEDICAL 
ASSOCIATION 
The Southern Minnesota Medical Association will 
meet in Rochester, Minnesota, October 2 and 3, 1928. 
In addition to the following program there will be 
opportunities for attending surgical, medical, and other 
clinics. Provisions are being made for the entertain- 
ment of visiting ladies. All members of the Associa- 
tion are urged to be present at the first Rochester 
meeting of the society since 1922. Programs and reser- 
vation cards have been mailed to all persons interested, 
and reservations can be made by communicating with 
Dr. M. C. Piper, Mayo Clinic, Rochester, Minnesota. 
TENTATIVE PROGRAM 

SOUTHERN MINNESOTA MEDICAL ASSOCIATION 
October 2, 1928. 
Registration, Lobby of Kahler Hotel. 

Colonial Hospital Operating Room. 
Urological Clinic Drs. Hager and Bumpus 
General Medical Clinic 
Dr. D. M. Berkman and Associates 

Drs. Stacy and Masson 
Drs. Henderson, Jones and Associates 
University Club Rooms 
Clinic on Diseases of the Blood 
Drs. Giffin, Connor and Heck 
Management of Cardiac Decompensation Association 
with Hyperthyroidism (Clinical Demonstration) 
Dr. Barnes 
The Management of Peptic Ulcer (Clinical Demonstra- 
tion) Drs. Eusterman and Balfour 
The Palliative Treatment of Inoperable Malignancy 
Dr. W. J. Mayo 
Luncheon. Kahler Hotel. Guests of the Clinic. 
Analysis of a Case of Possible Cerebral Lesion 
Dr. H. Kooiker, Albert Lea, Minnesota 
Gunshot Wounds of the Chest with Residual Foreign 
Dr. R. St. J. Perry, St. Paul, Minnesota 
The Reportable Contagious Diseases 
Dr. A. J. Chesley, Minneapolis, 
Clinical Experiences with Eclampsia 
Dr. J. Mills, Winnebago, 
Clinical Aspects of Cystitis 
Dr. A. E. Sohmer, Mankato, Minnesota 
Cystoscopic Examination of the Prostate 
Dr. F. E. B. Foley, St. Paul, Minnesota 
Case Reports on Psychoses 
Dr. W. A. Jones, Minneapolis, Minnesota 
Veronal and Paraldehyde Addiction and Poisoning 
Dr. G. N. Ruhberg, St. Paul, Minnesota 
The Treatment of Acute Epidemic Encephalitis 
Dr. F. W. Heagey, Omaha, Nebraska 
Major Lovewell, U. S. A. 
Rochester Country Club 





Gynecological Clinic 
Fracture Clinic 











Minnesota 





Minnesota 








Leprosy 
7 P. M. Banquet. 

October 3, 1928. 
Nurses Lecture Rooms, St. Mary’s Hospital 

Pediatric Clinic Dr. Helmholz and Associates 
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Benign and Malignant Hypertension (Clinical Demon- 
stration) Drs. Keith and Wagener 
Problems in the Treatment of Chronic Arthritis, 
(Clinical Demonstration) Drs. Hench and Rentschler 
The Management of Obstructive Lesions of the Colon 
(Clinical Demonstration) 
Drs. Bargen, Sistrunk and Rankin. 
Amphitheater, St. Mary’s Hospital 

Obstructive Jaundice (Clinical Demonstration) 

Drs. McVicar, Weir and Walters 
Lantern Demonstration 

Dr. S. W. Harrington 








Thoracic Surgery. 


Neurosurgical Clinic 
Surgical Diagnostic Clinic 
12:30 P. M. Luncheon and Business Meeting, 
Kahler Hotel 
Diathermy and Radiotherapy in General Practice 
Dr. B. H. Haynes, St. James, Minnesota 
The Injection Treatment of Varicose Veins 
Dr. A. E. Bratrud, Minneapolis, Minnesota 
Foreign Bodies in and Near Joints 
Dr. E. S. Geist, Minneapolis, Minnesota 
Chronic Pulmonary Infection in Childhood 
Dr. E. E. Platou and Dr. C. Stewart, Minneapolis, 
Minnesota 
The Periodic Examination of the Acuity of Hearing in 
School Children as a Means of Preventing Deafness. 
Dr. H. Newhart, Minneapolis, Minnesota 
Unusual Types of Lymphocytic Reaction with a Dis- 
cussion of Agranulocytosis 
Dr. E. Herrmann, St. Paul, Minnesota 
Chronic Anemia and the Use of Fetal Liver Extract 
in Its Treatment 
Dr. C. B. Wright and Dr. C. H. Watkins, Minne- 
apolis, Minnesota 
Observation on the Contours of Normal and Diseased 
Chests......Dr. S. A. Weisman, Minneapolis, Minnesota 
Jejunectomy with Enterorrhaphy; Multiple Perforations 
of the Intestine from Gunshot Wound. Case Report 
and Presentation of Specimen 
Dr. C. J. Holman, Mankato, Minnesota 
Motion Pictures. The Diagnosis and Treatment of In- 
fections of the Hand. 
8:15 P. M. Regular: Weekly Staff Meeting of the 
Mayo Clinic, Clinic Lobby 
Clinical Studies on Nephritis of Pregnancy 
Dr. R. G. Mussey 
The Significance of Unilateral Exophthalmus 
Dr. W. L. Benedict 
Recent Advances in the Physiology of the Gall-bladder 
and Liver Dr. F. C. Mann 
Exstrophy of the Bladder Dr. C. H. Mayo 




















WOMAN’S AUXILIARY TO THE A. M. A. 


The sixth annual session of the Woman’s Auxiliary 
to the American Medical Association was held in Min- 


neapolis, Minnesota, June 11-15, 1928. Over 1,200 
women registered and they were delightfully enter- 
tained and cared for by the local Auxiliaries. 

The business meetings were largely attended, 400 
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women being present at the all day session of June 14. 
Much interest was given to the reading of the papers 
and State reports. There are now well organized and 
efficient units in 30 States. 

The abstracted proceedings will be printed at an 
early date and a copy sent to the entire membership. 


The following officers were elected: 

President: Mrs. Allen H. Bunce, 360 Ponce De Leon 
Ave. N.E., Atlanta, Georgia. 

President-elect: Mrs. Geo. H. Hoxie, 3719 Pennsyl- 
vania Avenue Kansas City, Missouri. 

First Vice President: Mrs. Evarts V. DePew, 115 
East Agarita Ave., San Antonio, Texas. 

Second Vice President: Mrs. David W. Parker, 52 
Clark St., Manchester, New Hampshire. 

Third Vice President: Mrs. Horace Newhart, 212 
West 22nd St., Minneapolis, Minnesota. 

Fourth Vice President: Mrs. Frank W. Cregor, 1621 
North Meridian St., Indianapolis, Indiana. 

Treasurer: Mrs. Orvin Abell, 1433 South Third St., 
Louisville, Kentucky. 

Secretary: Mrs. M. T. Edgerton, 788 Penn Avenue, 
Atlanta, Georgia. 

Parliamentarian: Mrs. F. L. Adair, 2500 Blaisdell 
Avenue, Minneapolis, Minnesota. 

Directors for two years: Mrs. John O. McReynolds, 


Dallas, Texas; Mrs. Wayne W. Babcock, Philadelphia, - 


Pennsylvania; Mrs. A. Haines Lippincott, Camden, New 
Jersey. 

Directors for one year: Mrs. F. P. Gengenmach, 
Denver, Colorado; Mrs. William E. Parke, Philadel- 
phia, Pennsylvania; Mrs. J. T. Christison, Saint Paul, 
Minnesota. 

CHAIRMEN OF COMMITTEES 


Organization : 
Kentucky. 
Health Education: 
Missouri. 
Hygeia: 
souri. 
Publicity: Mrs. T. C. Terrell, Fort Worth, Texas. 
Program: Mrs. Southgate Leigh, Norfolk, Virginia. 
Finance: Mrs. G. Henry Mundt, Chicago, Illinois. 
Entertainment: Mrs. William Keydendall, Eugene, 
Oregon. 
Public Relations: Mrs. E. H. Cary, Dallas, Texas. 
Revision of By-laws: Mrs. Morris Fishbein, Chi- 
cago, Illinois. 


Mrs. A. T. McCormack, Louisville, 
Mis. Geo. H. Hoxie, Kansas City, 


Mrs. A. B. McGlothlan, Saint Joseph, Mis- 


SPECIAL APPOINTMENTS 


Auditor: Mrs. C. W. Roberts, Atlanta, Georgia. 

Historian: Mrs. E. V. DePew, San Antonio, Texas. 

Committee on Health Films: Chairman, Mrs. John 
O. McReynolds, Dallas, Texas. 

Committee on Resolutions: Chairman, Mrs. J. N. 
Hunsberger, Norristown, Pennsylvania. 

Committee on Credentials and Registrations: Chair- 
man, Mrs. James N. Brawner, Atlanta, Georgia. 

Special Advisory Committee: Mrs. S. C. Red, Hous- 
ton Texas, and Mrs. Seale Harris, Birmingham, Ala- 
bama. 
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JOINT MEDICAL SOCIETY MEETING 

Members of the Rice, Goodhue and Dakota Couniy 
Medical Societies were the guests of Dr. W. D. Beadie, 
superintendent of the Mineral Springs sanitarium at 
Cannon Falls, Minnesota, in September. Dr. P. A. 
Smith of Faribault, president of the Rice County Med- 
ical Society, presided at the meeting, which followed a 
dinner given at the sanitarium. 

Dr. Porter P. Vinson of the Mayo Clinic, Rochester, 
read an interesting report on the subject, “Bronchoscopy 
in the Diagnosis of Tuberculosis.” “The Use of Iodized 
Oil in Tuberculosis Patients” was the subject of the 
paper read by Dr. Everett K. Geer, St. Paul. Dr. F. 
O. Jennings of the Glen Lake Sanitarium, Minneapolis, 
contributed a paper entitled, “Can the Treatment of 
Tuberculosis Be Made More Interesting to the General 
Practitioner ?” 

Following the talks, several x-ray plates illustrating 
extraordinary cases of tuberculosis were exhibited by 
Dr. F. O. Steffens, Red Wing. 

The guests inspected the sanitarium, which is spon- 
sored by the three counties, and found that at the 
present time there are 42 patients in the building orig- 
inally equipped to house but 25. The institution also 
has a large waiting list. It was decided to push the 
project of a new building as soon as possible. 





OF GENERAL INTEREST 


Dr. H. A. Somerfield of Minneapolis has moved to 
Hallock, Minnesota. 

Dr. H. E. Bolstad, formerly of Saint Paul, is prac- 
ticing in Berkeley, California. 

Dr. E. E. Shrader has moved from Watertown, Min- 
nesota, to Huntington Park, California. 

Dr. A. R. Hall, Saint Paul, was married September 
1, to Maude Perry Bowron of Chicago. 

Dr. G. A. Paulson is practicing in Sioux City, Iowa. 
Dr. Paulson formerly lived in Duluth, Minnesota. 

Miss Patricia Grant and Dr. Gordon Kamman, both 
of Saint Paul, were united in marriage September 8. 

Dr. R. E. Anderson has disposed of his practice at 
Atwater, Minnesota, and is now located at Willmar. 

Dr. R. H. Wilson has disposed of his practice at 
Harmony, Minnesota, and is now practicing in Saint 
Paul. 

Dr. Clarence Jacobson has moved from Kimball, 
Minnesota, to Hibbing, where he is associated in prac- 
tice with Dr. B. S. Adams. 

Dr. Harold H. Vandersluis is now practicing in 
Park Ridge, New Jersey. Dr. Vandersluis formerly 
lived in Fergus Falls, Minnesota. 

Dr. Paul H. Rowe, formerly of Minneapolis, is now 
associated with the Northwest Clinic, Minot, North 
Dakota, in the section on internal medicine. 

Dr. Emil S. Geist of Minneapolis has returned to 
active practice in association with Dr. Myron O. Henry 
in the Yeates Building, following an absence due to 
illness, from which he has completely recovered. 

Dr. D. E. McBroom, formerly senior physician at the 














School for Feeble Minded at Faribault, took over his 
new responsibilities as superintendent of the Colony 
for Epileptics at Cambridge, Minnesota, September 1. 

Dr. Ruth Boynton, who has been engaged in student 
health service work in Chicago for the past year, has 
returned to Minneapolis and has resumed her work in 
the Department of Student Health Service at the Uni- 
versity of Minnesota. 

At the annual meeting of the Minnesota Academy of 
Medicine, September 12, Dr. C. Naumann McCloud of 
Saint Paul was elected president, Dr. Gustav Schwyzer 
of Minneapolis, vice-president, and Dr. C. B. Drake of 
Saint Paul, secretary-treasurer. 

Dr. E. L. Meyer of Minneapolis left September 19 for 
Philadelphia, where he will take a course of work in 
internal medicine at the University of Pennsylvania 
Graduate School of Medicine. Dr. Meyer expects to 
return to Minneapolis sometime next June. 

Dr. Margaret Warwick, who has been associated with 
the Miller Clinic of Saint Paul since its formation and 
who has been the pathologist at the Miller Hospital 
since the hospital was opened, will leave November 1, 
1928, to be pathologist at the Millard Fillmore hospital 
in Buffalo, New York. 

Some twenty-six members of the Ramsey County 
Medical Society defeated a similar number of Henne- 
pin County members at the Midland Hills course Fri- 
day, September 7, by the score of 37 to 9. Drs. J. M. 
Culligan, D. D. Turnacliff, C. G. Perry and S. R. 
Maxeiner all tied for low gross score. 

The new clinic building of the Mayo Clinic at 
Rochester was dedicated with appropriate ceremonies 
on September 18. The building is said to be the largest 
medical clinic building in the world. Morning and 
evening recitals were played on the new carillon, lo- 
cated in the new building and dedicated to former 
service men. 





NEW AND NON-OFFICIAL 
REMEDIES 





The following articles have been accepted by the 
Council on Pharmacy and Chemistry: 
ABBOTT LABORATORIES 
Potassium Bismuth Tartrate with Butyn-D. R. L., 
20 c.c. 
Parke, Davis & Co. 
Scarlet Fever Streptococcus Toxin for Skin Test- 
P. D. & Co. 
E. R. Sguiss & Sons 
Ephedrine Hydrochloride-Squibb 
Swan-Myers Co. 
Syrup Ephedrine Hydrochloride-Swan-Myers 


TRUTH ABOUT MEDICINES 


Petrolagar (Unsweetened).—Liquid petrolatum 65 
c.c. emulsified with agar in a menstruum containing 
sodium benzoate 0.1 Gm., and water to make 100 c.c. 
Deshell Laboratories, Inc., Chicago. 

Mead’s Standardized Cod Liver Oil, Flavored — 
Mead’s standardized cod liver oil (New and Non- 


NEW AND NON-OFFICIAL REMEDIES 
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official Remedies, 1928, p. 253) containing 0.12 per cent 
of a mixture of vanillin and oil of lavender as flavor- 
ing. Mead Johnson & Co., Evansville, Ind. 

Cellu Soy Bean Flour—A partially defatted flour 
prepared from the soy bean, having approximately the 
following composition: protein, 45.5; carbohydrate, 
25.5, of which less than one half readily yields sugar; 
fat, 8.5; ash, 6.0; fiber, 4.7; and water, 9.5. Cellu soy 
bean flour may be used for preparing bread and muf- 
fins in cases in which a diet relatively free from 
carbohydrate is desired, as in diabetes and amylaceous 
dyspepsia. The Chicago Dietetic Supply House, Chi- 
cago. 

Cellu Soy Crisp.—A prepared “breakfast food” made 
from cooked soy beans without removal of fat and 
having approximately the following composition: pro- 
tein, 45.6; carbohydrate, 16.1, of which less than one- 
half readily yields sugar; fat, 20.8; ash 6.7; fiber, 6.8; 
and water 4.0. It may be used in cases in which a 
diet relatively free from carbohydrate is desired, as in 
diabetes and amylaceous dyspepsia. The Chicago 
Dietetic Supply House, Chicago. 

Mead’s Powdered Boilable Lactic Acid Milk.—A 
modified milk product prepared by adding lactic acid 
U. S. P. to whole milk, drying and powdering. Each 
100 Gm. contains approximately protein, 26 Gm.; lac- 
tose, 36.3 Gm.; butter-fat, 27.2 Gm.; free lactic acid, 
3 Gm.; ash, 6 Gm., and moisture, 15 Gm. Mead’s 
powdered boilable lactic acid milk is proposed for 
overcoming the so-called buffer action of cow’s milk 
in the infant’s stomach. Mead Johnson & Co., Evans- 
ville, Ind. 

Diphtheria Toxoid—Diphtheria Anatoxin.—The toxin 
of diphtheria modified by the method of Ramon. The 
work of G. Ramon of the Institut Pasteur has shown 
that the toxin of diphtheria may be modified by treat- 
ment with formaldehyde to reduce its toxicity and yet 
preserve its antigenic properties. Diphtheria toxoid is 
used for active immunization against diphtheria. It is 
administered subcutaneously. 

Diphtheria Toxoid-Mulford — Anatoxine-Ramon. — 
Prepared from broth cultures of diphtheria toxin hav- 
ing an L + dose of 0.25 c.c. or less, diluted with physi- 
ologic solution of sodium chloride and free of serum 
proteins. It is marketed in packages of one immuniz- 
ing treatment and in packages of ten immunizing 
treatments. H. K. Mulford Co., Philadelphia. (Jour. 
A. M. A., August 4, 1928, p. 321.) 

Protein Extracts Diagnostic-P. D. & Co.—In addi- 
tion to the products listed in New and Non-official 
Remedies, 1928, p. 42, the following have been accepted: 
Cotton Protein Extract Diagnostic-P. D. & Co.; Cotton 
Seed (Cake) Protein Extract Diagnostic-P. D. & Co.; 


Goat Hair Protein Extract Diagnostic-P. D. & Co.; 


Human Hair Protein Extract Diagnostic-P. D. & Co.; 
Kapok Protein Extract Diagnostic-P. D. & Co.; Pep- 
tone Protein Extract Diagnostic-P. D. & Co.; Poplar- 
Pollen Protein Extract Diagnostic-P. D. & Co.; Sun- 
flower Pollen Protein Extract Diagnostic-P. D. & Co.; 
Sweet Vernal Grass Pollen Protein Extract Diagnostic- 
P. D. & Co. Parke, Davis & Co., Detroit. (Jour. 
A. M. A., August 11, 1928, p. 397.) 
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PROCEEDINGS OF THE MINNE- 
SOTA ACADEMY OF MEDICINE 


Meeting of May 9, 1928 

The regular monthly meeting of the Minnesota 
Academy of Medicine was held at the Town and Coun- 
try Club on Wednesday evening, May 9, 1928. Dinner 
was served at 7 p. m. and the meeting was called to 
order at 8 p. m. by the President, Dr. John E. Hynes. 
There were 30 members and three visitors present. 

Minutes of the April meeting were read and ap- 
proved. 

’ Dr. Colvin (St. Paul) read the following memorial 
on the life of Dr. J. G. Cross, and a motion was carried 
that this be spread upon the minutes of the Academy. 

Dr. Joun Grosvenor Cross was born in Rochester, 
Minnesota, 57 years ago, and died March 3, 1928. 

He was graduated from the University of Minnesota 
in 1892, and from the Northwestern Medical School in 
1895. After the usual year of hospital internship in 
Chicago, he settled in Rochester, Minnesota, being as- 
sociated in practice with his father. He remained in 
Rochester about seven years. 

His desire for the knowledge, which later in life 
made him valuable to his patients, took him to Europe 
in 1902, where he spent two years of clinical observa- 
tion and study. His wife, who had been his constant 
companion during his college life, accompanied him 
with their three small children. His determination to 
spend these years in study added another student of 
medicine to the large number of earnest young men 
from America, who were eager to add to their knowl- 
edge by contact with the teachers of renown and ex- 
perience in another country. 

On his return he settled in Minneapolis, where the 
remainder of his life was spent. Here he soon ob- 
tained a large following of devoted friends and pa- 
tients. During the twenty-four years of practice in 
Minneapolis, although ranking as an internist, his in- 
terest in sick people took him much beyond the limits 
of office and hospital practice. He was a real physician 
at heart and felt a kindly personal interest in his pa- 
tients, which endeared him to so many of them. Noth- 
ing was allowed to interfere with his sense of duty in 
his life’s work. It was his constant effort to practice 
medicine on a very high plane of scientific endeavor 
both in his clinical approach and in laboratory methods, 
and he most happily combined in proper proportion 
these two great interrelated features of medicine. Com- 
bining thus internal medicine, so-called, with a larger 
knowledge and experience of many other aspects of 
practice, he exemplified a medical character which, in 
the present transition of our professional life, fills now, 
and perhaps always will, a great part in the contact 
between suffering human beings and the medical pro- 
fession. 

He was not much given to writing papers on medical 
subjects, but, when he did write, his papers bore the 
impress of an earnest studious nature. 

He was meticulous in the ethics of medicine and be- 
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lieved that they played a very important part in thx 
life of a practitioner of medicine. Certainly it was 
pleasant to meet him on this plane. 

Endowed with a natural dignity, there was com- 
bined a sense of humor and wit. He was unsurpassed 
as a teller of stories, and had a famous repertoire. 
These attractive characteristics, combined with a most 
honorable high-minded manner of thinking and living, 
made him an inspiration to all who came in contact 
with him. His kindly, generous attitude to younger 
men was a further evidence of his fine nature. 

John Grosvenor Cross will be remembered long by 
those who knew him best. 

Dr. A. T. Mann, Chairman, 
Dr. Geo. Douglas Head, 
Dr. A. R. Colvin. 


Dr. Hitpinc BercLunp (Minneapolis) reported a case 
of pneumonia with a peculiar lung condition following 
the pneumonia. 

DISCUSSION 


Dr. A. ScHwyzer: I wonder if this could not be an 
infarct. That would explain the fluid in the chest and 
the bloody expectoration. It depends on the degree of 
infection and the nearness of the process to the surface 
whether the pleura is affected little or much. I remem- 
ber a case where there was a slough of the whole 


. middle lobe of the right side with an empyema totale. 


In another milder case it would not have to go so far 
and a serous exudate would occur. 

Dr. S. M. Wuite: Was drainage kept up for some 
time? 

Dr. BERGLUND: No, it was not; only for one day, 
then it went down to a very small amount. 

Dr. WHITE: Was the sputum watched for a consid- 
erable length of time for fibres? If infected for that 
long a time, one would be likely to get gangrene. 

Dr. BercLunp: It could not be an abscess forma- 
tion because we were watching for elastic fibres but 
did not find any. 


Dr. Frank Burcu (St. Paul) reported a case of 
cystic hemangioma of the upper eyelid in a little girl, 
and also a heart case with optic involvement. 


Dr. ARNoLD ScHwyzer (St. Paul) reported the fol- 
lowing case: 

I want to report a case we operated upon this morn- 
ing. The patient, a woman, had had headaches for a 
long time and two years ago suffered what was con- 
sidered an apoplectic stroke. She was unconscious, 
foamed from the mouth, and the next day it was 
noticed that she could not see. She seemed blind in 
the left eye and almost totally blind for two weeks in 
both eyes, according to her sister’s statement. She was 
then treated a long time for severe headaches, and up 
to now had used headache remedies without intermis- 
sion every day. 
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After a year she consulted Dr. Binger, of St. Paul, 
for her eyes. The x-ray showed a tumor of the hy- 
pophysis area reaching far above the sella turcica. On 
account of this large size and the inaccessibie location, 
x-ray treatments were given, which for a time seemed 
to improve the sight. Of late the improvement was 
lost again and the pain in the head became worse. 

Dr. Binger then kindly referred the case to me, 
though I advised him to turn the case over to some- 
body with more experience in this field. This same 
proposition was made to the patient’s relatives; but 
they asked me to operate and I, probably somewhat 
rashly, promised to study the case and see what could 
be done. The examination which I made showed that 
the left opticus was entirely white; the right one also 
showed a white atrophy, perhaps not quite so severe. 
In pituitary growths there is a bitemporal hemianopsia. 
The tumor bulges in front of the chiasma of the optic 
nerves and pushes the nerves sideways. The inner 
fibres are therefore more and earlier affected. They 
lead to the nasal areas of the retina and thus cause 
temporal amblyopia which gradually increases. In our 
case, when the right eye was examined, the moving 
hand was not seen when coming from the outer field 
until it reached the midline. From there on nasally 
it was well seen, though at best the patient could see 
fingers at two feet. On the left eye we noticed some- 
thing surprising. When we moved the hand over 
the nasal field, the patient did not have any perception 
of it. As soon as we reached the midline she recog- 
nized a motion and in the lateral field she also had 
some perception of this motion. In other words, the 
left half of each retina was amaurotic. 

Now if you remember that only the inner half of 
the retinal fibres cross to the other side in the chiasma, 
while the fibres coming from the outer half of the 
retina remain uncrossed, you will see that this finding 
speaks for an injury to the left tractus opticus behind 
the chiasma, where the left outer and the right inner 
retinal supply runs. But in addition we had found 
that the whole left eye was nearly blind. A pressure 
from the left side of the chiasma which would com- 
press the left side of the chiasma together, with per- 
haps the left optic nerve and the left tractus opticus, 
would explain our findings perfectly. 


A stereoscopic roentgen picture showed the tumor, 
which was the size of a walnut but somewhat oblong 
vertically, to rise from behind the left anterior clinoid 
process and reach vertically upward. 


It was definitely 
not in the midline. But what was it? While studying 
all this, the husband of the patient, on whom I had 
operated a few months ago for a tumor of the cere- 
bello-pontile angle (and whose case I reported to you) 
dropped in to the office and reported that his wife 
had gained 25 pounds and that her eyesight had re- 
turned so that she was reading books and newspapers 
“all day long,” and that she could again walk some- 
what without assistance. This made us more ready to 
undertake the operation of this tumor of the left 
suprasellar area. As a guide for the approach, we 
had Adson’s article on intracranial operation of hy- 
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pophyseal tumors, to be found in the Supplementary 
Volume of Keen’s Surgery. It is a jewel of American 
surgical literature; clear, excellently illustrated, and 
fascinating. (Blackboard diagram of operation was 
given. X-ray films were shown.) A large parietal 
craniotomy was made on the right side, though the 
tumor was to the left of the midline, because we did 
not want to disturb the motor center of speech. The 
frontal brain was lifted up and gradually, very grad- 
ually, the brain was allowed to mold itself so that the 
orbital roof, chista galli, etc., became visible. Then 
the tumor was felt to be an aneurysm. Nothing 
further was done; the wound was closed. The whole 
operation was done in local anesthesia. 

Note: Twelve days after this operation we ligated 
the common carotid artery—also in local anesthesia. 
Twelve days after this second operation she went 
home. The patient is emphatic in her statement that 
the headache and pain in the right jaw are gone and 
that she is better “in every way.” The vision is not 
much improved so far; perhaps the time is too short; 
however, fingers were counted at five feet when she 
left the hospital. 


Dr. A. E. BENJAMIN (Minneapolis) read a paper on 
“Primary Amenorrhea, with report of a case of Uterine 
Leiomyomata and Ovarian Fibrosis.” (Specimen 
shown.) 


DISCUSSION 


Dr. J. L. RorHrock: It seems to me that the ex- 
planation of this case is that there was to start with a 
rather high degree of hypoplasia and that the ovaries 
did not function; perhaps there were very few primor- 
dial follicles. There may have been a hypoplasia of 
the uterus with deficient endometrium. It has been 
shown that amenorrhea does not preclude fibroids of 
the uterus. A great many authorities think a hyper- 
plasia of the uterus makes it more susceptible to tumors. 
A. Mayers says that 30 per cent of carcinomata of the 
uterus occur in women who never menstruated until 
after sixteen, indicating hypoplasia. We are apt to 
associate the development of the tumors with a large 
vascular uterus, but that does not always obtain. We 
often have difficulty in making a diagnosis between 
pregnancy and tumor associated with amenorrhea. | 
once saw a case of abdominal tumor and when I had 
the abdomen open I did not know whether or not it was 
pregnancy. It proved to be a soft fibroid. 

I recall another very unusual case. The patient 
never menstruated but once in her life and she re- 
cently gave birth to a child. She is now about 22 
years of age. I also recall‘another patient who, at the 
age of 45, ceased menstruating for one year. She 
consulted me because of pain in the abdomen. I found 
what proved to be a 4-months pregnancy; she went 
on to term and was delivered of a living child. 

It seems to me the most likely explanation of this 
case is from hypoplasia of the organs and later a 
fibroid developed in the uterus. 

Dr. BENJAMIN: I have nothing special to add. This 
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was a rather atypical case. Here was a woman with a 
uterus fairly well-developed; the uterine cavity with no 
endometrium. This tumor must have begun to grow 
early in life. 


Owing to the absence of Dr. Wm. Lerche, his report 
of a case of Hodgkin’s disease of the neck and medi- 
astinum was not read. 

The meeting adjourned. 

Cart B. Drake, M.D., 
Secretary. 
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Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective sections. In 
order to avoid duplication it would be well to communi- 
cate with one of the section supervisors before the 
article is abstracted. 








SURGERY 





SUPERVISORS: 


DONALD K. BACON, 
LOWRY BLDG., ST. PAUL 


VERNE C. HUNT, 
MAYO CLINIC, ROCHESTER 





THE THERAPEUTIC VALUE OF IRRADIA- 
TION IN THE TREATMENT OF MAMMARY 
CANCER: Burton J. Lee (Ann. of Surg., v. 88, pp. 
26-47, July, 1928). This analysis of results in 355 
cases of mammary cancer treated at the Memorial Hos- 
pital, New York, in 1920 to 1923, represents an effort 
to determine the value of radiation therapy either in 
conjunction with radical surgery or as the major form 
of therapy with or without palliative operation. The 
cases comprise 182 operable primary cancers and 173 
inoperable primary cancers. Of these cases 97.2 per 
cent were traced over a five-year period. The groups 
are divided according to the major form of therapy 
used with certain necessary subdivisions in each group 
occasioned by variations in type and amount of irradia- 
tion employed. A clear description is given of differ- 
ent methods of roentgen treatment with low or high- 
voltage therapy and of the surface and interstitial ap- 
plications of radium with a discussion of the limita- 
tions and the indications for each method. Such a 
consideration may seem technical and of little interest 
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to the general practitioner or surgeon, but, since the 
basis of intelligent discussion of irradiation therapy 
depends upon accurate definition of the methods and 
dosage used, it is particularly this careful analysis which 
is commendable in this survey. 

Lee concludes that the treatment of carcinoma of the 
breast by irradiation alone or combined with radical 
surgery gives a higher percentage of satisfactory five- 
year results than when radical surgery alone is em- 
ployed. Preoperative irradiation increases the per- 
centage of satisfactory five-year results. For such pre- 
operative treatment high-voltage irradiation is recom- 
mended with an interval of three to four weeks be- 
tween treatment and operation. Postoperative irradia- 
tion has increased the length of life after operation 
and has yielded a higher percentage of five-year results 
than when radical surgery alone is employed. In cases 
treated by irradiation alone, radium has been found a 
more effective agent than roentgen rays. With either 
method, provided adequate dosage is used, marked 
diminution in size or complete disappearance of the 
tumor may be obtained. Gross and microscopic changes 
may be demonstrated in the tumor tissue. Suitable ir- 
radiation gives relief from pain, healing of superficial 
carcinomatous ulcers, improvement in the general con- 
dition, and prolongation of life. 

Frances A. Forp, M.D. 


A CONSIDERATION OF BLADDER TUMORS 
WITH SPECIAL REGARD TO THE THERAPEU- 
TIC MEASURES BEST SUITED TO THE DIF- 
FERENT TYPES: William A. Frontz, M.D., Balti- 
more, Md. (Surg., Gynec. & Obst., XLVII, 3, pp. 413- 
416). A paper based upon 622 cases of bladder tumor 
treated at the Brady Urological Clinic and reviewed in 
a previous paper by Drs. Scott and McKay. 

The author feels that the treatment of bladder tu- 
mors should be based upon cystoscopic findings, and in 
this regard as to whether they are of infiltrating or 
non-infiltrating variety. Much confusion and differ- 
ence of opinion has arisen regarding the type of treat- 
ment indicated because of diagnosis based upon histo- 
logical findings which are actually of little importance 
in that tissues from one area of an infiltrating tumor 
may entirely resemble those of a non-infiltrating type 
This is especially true when dealing with the so-called 
papillary carcinomata. The non-infiltrating variety will 
respond well and should be treated by endovesical 
measures—either radium or diathermy, or a combina- 
tion of both. On the other hand, the infiltrating type 
should be resected if possible even though it be neces- 
sary to transplant the ureters. In those tumors where 
the vesical orifice or prostate is involved, or where the 
tumor is too extensive for resection, radium is recom- 
mended. Cautery should be limited to surface destruc- 
tion preliminary to resection or radiation. Deep x-ray 
therapy has been of little value except in the relief of 
pain, 


H. R. Fewtanp, M.D. 
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HEMORRHAGE OF THE SUPRARENALS IN 
THE NEW-BORN INFANT: M. A. Goldzieher, 
M.D., and H. M. Greenwald, M.D. (Amer. Jour. of 
Dis. of Children, August, 1928). The occurrence of 
destructive hemorrhages in the suprarenals of the new- 
born infant is well known and has been extensively dis- 
cussed. In the later period of early childhood, the 
clinical syndrome is more amenable to observation and 
diagnosis. 

Hemorrhages of the suprarenals in adults or in older 
children are brought about by a thrombosis of the su- 
prarenal veins, by bacterial infections or by the effect 
of toxins. In the new-born infant it is reasonable to 
assume, therefore, that bleeding is brought about by 
trauma and unusual susceptibility of the suprarenals to 
hemorrhage. The latter may be explained by the pe- 
culiar physiologic changes which the suprarenals un- 
dergo immediately after birth. 

The two outstanding symptoms in both of the cases 
reported by the author were hyperpyrexia and dyspnea. 
It appears that the height of the temperature and the 
degree of dyspnea are in direct proportion to the amount 
of cortical tissue destroyed. Cyanosis was observed 
in both patients. 

Suprarenal hemorrhage in the new-born infant can 
be diagnosed from its symptoms, such as sudden onset 
of high temperature and rapid breathing, and occa- 
sionally by the presence of a palpable tumor in the ab- 
domen, or by punctiform purpuric hemorrhages of the 
skin or mucous membranes. Exsanguination or intes- 
tinal obstruction may justify surgical intervention; 
otherwise, patients with the symptoms of acute cortical 
insufficiency should be treated by continued administra- 
tion of the cortical hormone. 

R. N. Anprews, M.D. 

THE CEREBROSPINAL FLUID OF PREMA- 
TURE INFANTS: Jerome Glaser, M.D. (Amer. 
Jour. of Dis. of Children, August, 1928). The most 
frequent cause of unsuccessful lumbar punctures in 
premature infants is the pushing forward of the loosely 
attached dura of the posterior wall of the spinal ca- 
nal by the entering needle. Unsuccessful lumbar punc- 
tures will occur much less frequently if the tap is 
made with the child sitting in an upright position and 
when a fine hypodermic needle is used. 

Bloody spinal fluid obtained from these infants is 
suggestive but not diagnostic of intracranial hemor- 
rhage. The most common form of intracranial hem- 
orrhage in premature infants is the subpial hemorrhage. 
Fatal cerebral hemorrhages may occur in premature 
infants without the appearance of gross blood or even 
an exceptional number of microscopic red blood cells 
in the spinal fluid. 


Xanthochromia is a physiologic phenomenon in pre- 
mature infants during at least the first four weeks of 
life. The icterus index of the cerebrospinal fluid of 
premature infants is highest during the second weck 
of life. More than half of the yellow spinal fluids 
of these infants give a positive indirect van den Bergh 
reaction. Yellow spinal fluids occur with a relatively 
high icterus index, which give neither a positive ben- 
zidine test nor a positive van den Bergh reaction. The 
color of these fluids is presumably due neither to hemo- 
globin nor to bilirubin but probably to a pigment or 
pigments intermediate in composition between these 
two. 

A positive direct van den Bergh reaction of spinal 
fluid is strongly suggestive that the patient has had 
an intracranial hemorrhage. It may, however, occur 
in “kern icterus” without cerebral hemorrhage. 

Cerebral hemorrhage probably contributes to the de- 
gree of icterus neonatorum, and unrecognized cere- 
bral hemorrhage is perhaps the cause of some cases 
of so-called “physiologic” icterus neonatorum. 

R. N. Anprews, M.D. 





ACRODYNIA (SO-CALLED): James W. Kerno- 
han, M.B., and Roger L. J. Kennedy, M.D. (Amer. 
Jour. of Dis. of Children, August, 1928). The etiology 
of the disease is not known. Infections, food de- 
ficiency, arsenical intoxication and neurosis of the 
vegetative nervous system have been suggested as etio- 
logic factors. 

There is abundant evidence against the theory of 
food deficiency. The preponderance of opinion re- 
garding etiology at present favors infection, although 
it must be admitted that the evidence which has been 
brought forward in substantiation is in no way con- 
clusive. The prognosis is usually good. Recovery 
may not be complete before several weeks or months, 
but the little patients seldom succumb. If death does 
occur, evidence of intercurrent infection, chiefly bron- 
chopneumonia, is usually found. 

The falling out of the teeth without a distinct in- 
volvement of the gums, the falling out of the hair and 
a double neurokeratitis point quite clearly to an in- 
volvement of the fifth nerve. The paresthesia of the 
extremities and of the trunk also suggests a sensory 
nerve involvement. The muscular weakness and 
atrophy, the diminution of the reflexes and, at times, 
their complete absence suggests involvement of the 
lower motor neurones. There seems to have been a 
preponderance of sensory manifestation with a mild 
affection of motor nerves. 

There is a degenerative process affecting the central 
and peripheral nervous systems. This is evident in the 
spinal cord as chromatolysis of some of the anterior 
horn cells. The cerebral cortex and cerebellum do not 
participate in these changes. 

The frequent association of this disease with infec- 
tion of the upper respiratory tract and the degenerative 
character of the changes in the nervous system favor 
the view that the disease is an infection, the toxic prod- 
ucts of which secondarily affect other parts of the body. 

R. N. Anprews, M.D. 
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THE TONSIL PROBLEM: 
M.D., clinical assistant, Vienna, Austria (Arch. of 
Otolaryng., Vol. 8, No. 2, p. 127). This research prob- 
lem deals with the physiology and pathogenesis of the 
tonsils. The investigations were made in the clinic of 
Professor Hajek and centered around the lymph stream 
drainage to, in and from the tonsils. The occurrence 
of tonsillitis following endonasal operations led to the 
opinion that the lymph stream courses from the nose 
to the tonsils, and that the latter are the regional 
lymph nodes of the nasal mucosa. Schlemmer made 
histologic, experimental and clinical studies of the 
problem. He determined that neither the palatine 
tonsils nor the remaining lymph tissue of the pharynx 
possess afferent vessels. Injection of a dye into the 
tonsil showed that the dye was transported only to 
the regional glands of the neck and never toward the 
pharynx. This was evidence against the theories which 
assume the presence of a pharyngeally directed lymph 
stream and a protective action of the tonsils in this 
sense. Carcinoma of the sinuses, turbinals, pillars and 
uvula cause metastases in the regional lymph nodes but 
never in the tonsils. These results proved that a tonsil- 
lar disease coming from the nose by way of the lymph 
stream does not exist. 

In the subsequent investigations by the Viennese 
Clinic the problem was attacked from the bacteriologic 
standpoint. The following conclusions were reached: 

1. Tonsillitis cannot be transferred by inoculation 
from tonsil to tonsil or by the transfusion of blood 
from diseased to healthy persons. 

2. The phagocytic power of the patient’s blood 
against the streptococci cultivated from the patient’s 
tonsils increases in direct ratio with the stage of heal- 
ing, and the resistance of the organism against these 
streptococci increases likewise. 


Richard Waldafel, 


3. The streptococci in persons with tonsillitis are 
not accidental and secondary symptoms but are in close 
relation to the disease and its course. 

4. Lacunar tonsillitis is not a superficial disease but 
is a deeply extending destructive disease of the tonsil- 
lar parenchyma. The pictures correspond to the 
phlegmonous stage of appendicitis described by 
Aschoff. It is not a simple catarrhal infection. The 
opinion is gaining force that the infection courses from 
the depth of the tonsil to the surface. 
vailing opinion was the reverse. 

5. The function of the lymph follicles is not ex- 
clusively, if at all, centers of production of lymphocytes. 

ArtTHuR C. Dean, M.D. 


The older pre- 
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A CASE OF DOUBLE DIABETIC CATARAC™ 
EXTRACTION AFTER USE OF INSULIN TREA‘ 
MENT. Ellena Puscariu, et al. Roumania (Brit. Jouy. 
of Ophthal., October, 1927). The use of insulin for 
variety of ocular complications of diabetes has be 
attended with excellent results in many cases. Th 
power of accommodation has been increased; retinai 
edema and lipemia have been quickly dispelled; th 
small white patches have been absorbed; incipient dia 
betic cataract has been cleared. It would seem tha 
insulin helps to re-establish the saline equilibrium ani 
to oppose the acidosis of the aqueous. In mature dia 
betic cataract insulin improves the patient’s general 
condition and aids in preventing such complications as 
iritis, sepsis and delayed healing. Very mild cases re- 
quire only dietetic regulation, but in severe cases insulin 
is indispensable. 

The author’s patient came under observation in seri- 
ous general condition due to a relatively far advanced 
diabetes, and with only light perception in each eye 
due to cataract. Three weeks of dietary regimen did 
not reduce the glycosuria (250 grams in 24 hours). 
After seven days of insulin, however, the right lens 
was extracted in the classical manner, without com- 
plication, and four days later the left was removed. 
Lens remnants and a synechia kept the vision down to 
0.1 in the left eye, but in the right the. corrected vision 
became 0.7. During this time a standard diet of 1,600 
to 1,800 calories was used, including 150 grams of 
carbohydrates. Large doses of insulin were used. On 
the days of operation only milk, tea and oatmeal were 
allowed. In this way the complete disappearance of 
sugar from the urine was obtained, and while this 
situation was only transitory owing to the patient’s re- 
fusal to live on a strict diet, it was possible to com- 
plete the operations in both eyes. 


Vircit J. Schwartz, M.D. 





Squibb’s Vitavose—A _ maltose-dextrin preparation 
representing the water-soluble extractives of malted 
wheat germ. It is composed, approximately, of maltose, 
38 per cent; dextrins, 20 per cent; soluble proteins, 8 
per cent; soluble amino and other nitrogenous sub- 
stances, 7 per cent; mineral salts, 4 per cent; moisture, 
3 per cent. It is standardized physiologically to contain 
at least 100 times the amount of the antineuritic factor 
(vitamin B) contained in fresh, raw, certified, whole 
cow’s milk. Vitavose is used as an adjunct in the diet 
of children and invalids and where there is a need for 
greater amounts of vitamin B than are furnished by 
the individual’s customary diet. S. R. Squibb & Sons, 
New York. 


Glaseptic Ampoules Ephedrine Sulphate-P. D. & Co., 
0.05 Gm. (3% grain), 1 c.c—Each ampoule contains 
ephedrine sulphate-P. D. & Co. (New and Non-officia! 
Remedies, 1928, p. 178) 0.05 Gm. in 1 cc. Parke, 
Davis & Co., Detroit. (Jour. A. M. A., June 30, 1928, 
p. 2103.) 
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Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 





GONOCOCCAL URETHRITIS IN THE MALE. 
For Practitioners. P. S. Pelouze, M.D., Associate in 
Urology and Assistant Genito Urinary Surgeon at the 
University of Pennsylvania. 357 pages, 78 illustra- 
tions. Cloth, $5.00. Philadelphia: W. B. Saunders 
Company, 1928. 

The author of this book has given his conception of 
the disease gonorrhea in a comprehensive manner. Pos- 
sibly the book might be more readable had the author 
adopted a less argumentative tone. Be that as it may, 
if the general practitioner, who, after all, treats, or, 
as some have said, mistreats most of the gonorrhea, 
would read this book, the result would, in all likelihood, 
be better treatment for the patient with gonorrhea. The 
fact that the author stresses what not to do and when, 
as well as what to do and why, is probably the thing 
that should impress the practitioner the most. 

After all, the thing that causes the most difficulty in 
gonorrhea is the attitude of the patient himself. The 
concept of the patient of his disease is often the great- 
est obstacle to its intelligent management. And the 
way of bringing about a better understanding of the 
disease lies in the general practitioner’s understanding. 
A reading of this book will enhance such understand- 
ing. 

Epwarp C. Gacer, M.D. 


A DOCTOR LOOKS AT 
lins, M.D. 
Brothers. 
This little volume, with its bright calico cover, will 

provide a pleasant and educational hour’s reading for 

the busy physician and in its pages he may catch a 

glimpse of himself as others see him. It is evidently 

a reprint of a magazine article and the material is 

really insufficient to be issued in book form. 

In his youth Dr. Collins had some obscure lung 
condition, probably an empyema, which left physical 
signs that were variously interpreted, usually as tuber- 
culosis, by the numerous well-known physicians whom 
he consulted at later periods in his life. He became 
much impressed by the impersonal attitude of the vari- 
ous men of healing and by their inability to consider 
the ailment in conjunction with the individual and 
his habits of living. Of all these men, the one excep- 
tion was the great Osler, who started him on the road 
to recovery. Of physicians he says, “They do not see 
the individual because they are dazzled by the disease 

they are prone to occupy themselves with the 
theoretical requirements-.of a case so that they lose 
sight entirely of the human being and his life story 
to understand disease one must know physi- 


DOCTORS. 
32 pages, $1.00. 


Joseph Col- 
New York: Harper 


ology; to understand its possessor, one must know 
psychology.” 

The author further makes:a plea for training along 
these lines for the medical student in college, so that 
he may not make the same mistakes, but may know 
and utilize to the fullest extent the art of medicine, 
that he may understand his patient as well as the pa- 
tient’s disease, that he may be an understanding and 
compassionate man as well as a physician. If that 
be accomplished not only will he have a long life of 
interest and success but he need have no fear of the 
cults. 


INTERNATIONAL CLINICS: Vol. III, 
Seventh Series; September, 1927. Henry Cattell, 
M.D., Editor. 309 pages. Illus. Philadelphia and 
London: J. B. Lippincott Co., 1927. 

Theobald Smith has an article on the Passing of 
Disease from One Generation to Another and the 
Processes Tending to Counteract It, which will inter- 
est pediatricians and those interested in immunology. 
Articles on diagnosis and treatment cover such sub- 
jects as Heart-Block, Colitis, Buerger’s Disease, Gall- 
bladder Disease, Peptic Ulcer, Anemic Spinal Diseases, 
and Meckel’s Diverticulum. There is a long article on 
Pneumococcus Meningitis and Endocarditis with many 
case reports and a long bibliography. Surgeons will be 
interested in a paper on Deformity-correcting Splints 
for Fractures of the Long Bones. Kielland Forceps 
and Vesicovaginal Fistula are discussed, giving a higher 
opinion of the forceps than is generally felt at the pres- 
ent time. The varied interests and functions of the 
U. S. Public Health Service are related in a paper 
by A. M. Stetson, of the Service. 

The new Post-Graduate Study department, devoted 
to the answering of questions from readers, contains 
much interesting material. 

Not least in interest is a most delightful paper on 
Greek Medicine by John Rathbone Oliver. 
from Lucian an 


Thirty- 


He quotes 
astonishing urological case: “Dio- 
phantes with the hydrocele, when he wants to cross to 
the other side of the river, never gets into the ferry- 
boat, but putting all his packages and his donkey on 
his hydrocele, and hoisting a sheet, he sails across. 
In vain then have the tritons glory for their feats in 
the water, if a man with a hydrocele can do as well, 
if not better.” 


E. C. Hartiey, M.D. 


MODERN METHODS OF TREATMENT. Logan 
Glendening, M.D., Assoc. Prof. of Medicine, Medical 
Department, University of Kansas, and collaborators. 
815 pages. Illus. Cloth, $10.00. St. i. ¥. 
Mosby Co., 1928. 

In general the lecturer and essayist appear to the 
student as a host who spreads a sumptuous dinner be- 
fore his guests but omits all means for eating it. 
The guest feels that it would be discourteous to in- 
quire after so slight an omission and proceeds, with 
what grace he can summon, to nourish himself with 


Louis: 
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the material before him. So the poor medical stu- 
dent wanders along gathering, figuratively, a knife here, 
a fork there, a spoon elsewhere until at length he can 
do justice to the undoubted feast which his instructors 
have set before him. Not only does the author of this 
book supply the “knives and forks” of treatment, but 
in his preface he commits himself to several alluring 
propositions: (1) to make a method of procedure clear 
and minute enough so that a person reading it for the 
first time could do it from the description, and (2) 
to avoid “atrocious English and a style of deadly bore- 
dom.” The average reader will feel that success ‘has 
crowned his efforts. 


The book contains 815 pages and is in two parts. 
Part 1 is on general therapeutics and methods used in 
treatment; part 2 deals with special therapeutics—the 
application of therapeutics to particular diseases. His- 
torical data on the introduction of certain drugs are fre- 
quently given in the words of their original users. Thus 
Fracastorius tells poetically of quicksilver for syphilis; 
Withering’s own words describe his initial efforts with 


MEDICINE [October, 1928} 
foxglove, and the author meditates characteristicall, 
upon Lady Webster’s dinner pill, visioning her “in th: 
baronial castle giving endless dinners and dispensing 
endless pills, with the benevolent despotism of a strong- 
minded dowager who has suddenly in mid-age becom« 
intensely interested in the large intestine.” 

A full 100 pages are devoted to dietetics. These in- 
clude infant feeding, hospital diets, dietary treatment 
of various diseases, food compositions and vitamine 
and calory content of many foods. 

Hydrotherapy, medical gymnastics and massage and 
exercise are described and their uses indicated. In- 
dications for the use of x-ray and radium are given, 
with methods and dosage. There is a chapter on helio- 
therapy, climate, and the nature and location of a 
number of mineral springs. There is a most interest- 
ing and readable chapter on Psychotherapy. The in- 
dications, purposes and technic of such measures as 
artificial pneumothorax, spinal puncture, gastric lavage 
and duodenal drainage, resuscitation, transfusion, etc., 
are presented with clearness and detail. 

E. C. Hartiey, M.D. 





V’HYSICIAN WANTED—Physician to take over 
practice in prosperous agricultural community. Town 
of 800 with one other physician. Should net at least 
$5,000 cash annually. Scandinavian preferred. Ad- 
dress C-193, care MiINNESOTA MEDICINE. 


BETHANY HOSPITAL, 3701 Bryant Avenue South, 
Minneapolis, is equipped to care for limited number of 
maternity cases at a nominal fee. New building. 
Light, airy rooms. Good food. Call Colfax 0016 
or in person at above address. 


WANTED—Locum tenens or assistantship by experi- 
enced physician, licensed in Minnesota. Address 
C-186, care MINNESOTA MEDICINE. 


DOCTOR’S OFFICE FOR RENT—Established four 
years, in connection with dentist’s office. Drug store 
below. Near three schools and two churches. Good 
neighborhood. Write or call at drug store, 1340 
Thomas Street, corner Hamline Avenue, Saint Paul. 


WANTED-—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 

LOCATION OR SUBSTITUTE WORK WANTED 
by experienced physician. Address C-194, care 
MINNESOTA MEDICINE. 


POSITION WANTED in doctor’s office in Twin 
Cities by graduate nurse with several years’ labora- 
tory experience. Address C-191, care MINNESOTA 
MEDICINE. 


WANTED—Position in doctor’s office. Able to type 
and keep records. Pleasing telephone voice. Nice 


personality. Telephone Miss Davies, Atlantic 1021 
(Minneapolis). 
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